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CANCER OF THE UTERUS IN THE MISSISSIPPI VALLEY.* 


BY EMORY LANPHEAR, M. D., PH.D., LL.D., ST. LOUIS, MO. 
Chief Surgeon of the Woman’s Hospital of the State of Missouri. 


Surgeons of New York and Philadelphia do not, as a rule, 
favor hysterectomy for cancer of the uterus—believing that when 
the disease is advanced far enough to be recognized it is too late 
for radical cure. Those of the Mississippi Valley operate upon 
practically every case in which there is a chance of prolonging 
life for even a brief period. Vital statistics show the difference 
in results. 

The population of the Mississippi Valley is 41,113,000; that of 
New York and Pennsylvania 13,500,000—we have three times their 
number of inhabitants. Yet the Census Bureau reports for 1900 
show only 679 deaths from uterine cancer in our territory as com- 
pared with 1,101 in theirs! In the same proportion we should 
have had 2,000. 

But—it may be argued—perhaps New York and Pennsylvania 
have four times the number of cases of cancer in proportion 
to population than has the Mississippi Valley. For purposes of 
comparison we cannot take the total number of deaths from 
cancer in each territory as that would include cases which would 
be operated upon in the West but allowed to die in the East; but 
we may well take cancer of the breast (on which everybody 
operates, Hast and West), cancer of the stomach (on which nobody 
operates, East or West) and cancer of the uterus (on which the 
West operates and the East does not—i. e., radically). 

From the same report we learn that there were 874 deaths 
from cancer of the breast in the Mississippi Valley; in New York 
and Pennsylvania 613. In the Valley States the deaths from can- 
cer of the stomach were 3,776; in the two great Eastern States, 
1,785. In the two latter we have about the proper proportion; ip 
the former a great disproportion. This is more apparent when 
put in tabular form—thus: 


Deaths from Deaths from Deaths from 


Cancer of Cancer of Cancer of 
Population. Breast, Stomach. Uterus. 
Mississippi Valley 41,113,000 874 3776 679 
New York and Penn 13,500,000 613 1785 1191 


As will be seen here is a disproportion of nearly 4 to 1. 

What must be our deduction from these figures? Necessarily 
that Western surgeons perform hysterectomy more often than 
Eastern, and that their work either cures a large percentage of 
patients, or results in recurrence in other internal organs, (hence 
mortality figures are not included in “deaths from cancer of the 
uterus”). To cover the situation thoroly it may be said that the 
difference is due to— 

(a) A large proportion of cures in the West; . 

(b) Quite a large proportion of deaths following operation: 
statistics showing death from shock, peritonitis or sepsis instead 
of cancer; and : 

(ce) Post-operative recurrence in other parts. 

To determine, if possible, how much can be attributed to the 
first of these causes (perfect cure following operation) letters 
were sent to 200 operators in the Mississippi Valley requesting 
teport of the number of patients afflicted with undoubted carci- 
noma uteri who had lived five years or more following hysterec- 
tomy. A large number could report none cured; but seventy-six 
operators report 289 patents who have lived more than five 
years without recurrence—the diagnosis being confirmed by the 
microscope in most cases. Those who reported success are as 
follows, giving name of reporter, residence and number of cases: 


Foot 
Name. No. Note. 
T. J. Beattie, Kansas City Mo .........cecececeesceee 2 (1) 


Waldo Briggs, St. Louis, Mo .........e.eeeeeeeeeees B (2) 
W. M. Bailey, Detroit, Mich .........s.ceeeeeees 3 

J. E. Buchanan, St. Louis, Mo ..........cceeeeceeeees 2 (3) 
Baldwin, Columbus, Ohio 4 (4) 
C. L. Bonifield, Cincinnati, 1 

A.C. Bernays, St. Louis, Mo. 6 (24) 
A. H. Cordier, Kansas City Mo .........eeeeeeeeeeee 2 (5) 


& a before the Mississippi Valley Medical Association, Kansas City, Oct. 


G. S. Coon, Louisville, Ky ............ 
B. Dorsey, Keokuk, Iowa 
F. A. Dunsmoor, Minneapolis, Minn ..............0. 3 
Richard Douglas, Nashville, Tenn 
W. B. Dorsett, St. Louis, Mo ......... evecveceaga deere 
Jos. Eastman, Indianapolis, Ind 6 411) 


Pinckney French, St. Louis, Mo (6) 

A. Waness City, Ma. (12) 
A. H. Fabrique, Wichita, Kan. ............... vanuens 1 (2) 
F. C. Ferguson, Indianapolis, Ind. ...... eveedabecéauns 1 

J. D. Griffith, Kansas City, Mo. ............ sennvenad 

W. Jotun Harris: St. 

T. H. Hawkins, Denver, Colo. ......... (14) 
J. W. Heddens, St. Joseph, Mo. .......... cdehawadease 1 

W. H. Humiston, Cleveland, O. ...... 2 (1) 
Henry Jacobson, St. Louis, Mo. ........ Kiva wauundeas 1 @) 
A. F. Jonas, Omaha, Neb. .......... 

Willis P. King, Kansas City, Mo. ........ 
J. Hattie Creek, Mich. 
Denslow Lewis, Chicago, Ill. 


E. L. Moorehead, Chicago, Ill. ......... ay 

Paul Michinard, New Orleans, La. .......... (16) 
L. S. MeMurtry, Louisville, Ky ............... 

W. J. Mayo, Rochester, Minn. ...... 6 
J. C. McClintock, Topeka, Kan. ........... ... ameatdewun 
R. Matas, New Orleans, La. ......... ... taenucecacaten 
H. E. Pearse, Kansas City, Mo. ........ 
Reuben Petersen, Ann Arbor, Mich. ...... 


(17) 


3) 
(18) 
(1) 
(19) 


1 

1 
A. J. Puls, Milwaukee, Wis. .......... Pree 1 
H. O. Pantzer, Indianapolis, Ind. ......... 4 
I. B. Perkins, Denver, Colo. ......... 
E. H. Pratt, Chicago, Ill. ...... 1 
L. E. Russell, Cincinnati, O. ......... 
W. O. Roberts, Louisville, Ky. ...... 
O. Hunnels, Indianapolis, Ind. 5 
Frances Reder, St. Louis, Mo. ........... 3 
J. E. Summers, Jr., Omaha, Neb. ............ 2 
Schooler, Des Moines, Ia. 
Weller Van Hook, Chicago, Ill 
©. Se Joseph, MG... (2) 
N. W. Webber, Detroit, Mich. ........... «leaeedauaetae 
H. Wathen, Lowilsville, Ky. 3 (23) 
It will be noted that most of these men are teachers in 
medical schools, or connected with large hospitals in which the 
services of skilled pathologists are depended upon to confirm 
the clinical diagnosis. 
Formerly three years was regarded as the period beyond 
which a cyre might be declared to be attained. Had a request 
been made in this correspondence for statistics concerning pa- 


tients of more than three years’ survival the figures would have 
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been swelled many hundreds—first because such a large pro- 
portion lives beyond that limit, second because so many more 
patients can be located three years after operation, and third 
because we are all now doing better operating than formerly, and 
in most instances at a much earlier period in the development 
of the disease; as our general practitioners become better quali- 
fied to recognize the disease early the number of radical cures 
will increase. In my own work I have more than one hundred 
women living three or more years after vaginal hysterectomy 
for undoubted carcinoma uteri. 

My own records show 263 hysterectomies for cancer. Faith- 
ful efforts have been made to keep in touch with the survivors; 
but as they have come from every part of the South and West— 
from Florida to Oregon—many have passt beyond the field of 
observation and report. That more than one-third died from 
recurrence is certain; if exact figures were obtainable it is prob- 
able that more than half had internal cancer as the cause of 
death. Of these 263 definite information has been received that 
28 lived more than five years after operation. 

In view of figures such as these, dare our Eastern brethren 
still contend that hysterectomy for radical cure is not advisable? 
Even tho recurrence follow operation, the life of the woman has 
been prolonged; pain has been lessened: existence rendered less 
distasteful to patient and friends; and the surgeon of necessity 
feels that he has given the sufferer every aid at his command. 

This is not to be construed as a plea for hysterectomy in 
cases known to be hopeless.* It is but another presentation 
of the well-known fact that cancer can be cured in some in- 
stances by thoro, careful work. Hysterectomy is not to blame 
for the numerous deaths from cancer of the uterus—practically 
every case might be cured by early recognition and operation. 
As Dr. Howard Crutcher, of Chicago, says (in replying that he 
cannot tell how many of his patients lived five years after hys- 
terectomy—not many, tho): “The operation is not at fault, but 
the conditions. A late operation, so full of terrible significance 
to the surgeon, appears to be so firmly establisht even in the 
minds of doctors that science seems almost helpless in the fact of 
so much blind cowardice and ignorance.” 

Of the figures presented herein it may be said: No matter 
how many hundreds—perhaps thousands—of vaginal hysterecto- 
mies may be represented in this list, which gives 289 cures, the 
fact that 289 WOMEN HAVE BEEN SAVED in the Mississippi 
Valley by our bold and skillful surgeons speaks far more elo- 
quently than can all the Philadelphia and New York theorists, 
with their variegated experiences. In cancer of the uterus op- 
erate first—theorize afterward! 


NOTES. 


(1) Cancer of body of uterus only. 

(2) Not confirmed by microscopic examination. 

(8) Cancer of cervix only. 

(4) One of cervix; three of body. 

(5) Dr. Cordier now uses the Paquelin cautery in preference 
to hysterectomy in all far-advanced cases. 

(6) Dr. Crowell reports “most cases lost sight of’—a com- 
plaint of most operators. 

(7) One of body; two of cervix. 

(8) Three of body; two of cervix. 

(9) Fifteen of body or fundus; four of cervix. 

(10) Of 30 cases operated more than 5 years ago, 5 have 
lived more than 5 years without recurrence; 5 were lost track of 
and 20 died of recurrence; 1674 per cent. of perfect recoveries— 
counting the 5 lost cases as having also died of cancer. 

(11) Figures furnisht by Dr. Joseph Rilus Eastman. 

(12) Dr. Fulton is not absolutely certain these cases were 
malignant, as the diagnosis of cancer was made from clinical 
features alone—no microscopic examination being made. 

(13) Diagnosis confirmed by microscope in every case. Dr. 
Gillette adds: “The present rage to decry vaginal hysterectomy 
as curative of uterine cancer is wrong; it is not true that cancer 
of the cervix is never cured by it.” 

(14) Dr. Hawkins adds: “I think the number should be 
eight instead of four, but am not absolutely sure. I am satisfied 


*One cannot always be certain, however great his experience, that a given 
case is always without hope Some five years ago, Dr. J. J. Fyke, of Odin, I11., 
brought to me a woman 73 years of age with the cervix eaten away and the body 
allinvolved. Believing the case to be hopeless I declined to attempt a cure and 
referred the patient to Dr. F. D. Mooney for treatment at the Missouri Baptist 
Sanitarium. He curretted (and microscopic examination of tissues removed 
showed undoubted carcinoma) and burned with Paqulin cautery. In three 
weeks the patient ret rrned home and spent six weeks in ; then came back 
to the hospital and begged for for relief from her unbearable pain 
which morphine failed to control. I then removed the upper part of the vagina 
with what remained of the uterus, together with the tubes. ovaries and all of the 
pelvic connective tissue ible. I gavea prognosis of death in six weeks. The 
woman is still alive and fn perfect health. 


that my results from hysterectomy for cancer done during the 
past 5 years will show a much larger percentage of perfect 
cures; my operations are more thoro, the technic better and the 
class of cases selected far more favorable.” 

(15) One case recurred after eight years! Dr. Lewis adds; 
‘My experience in radical cure is not satisfactory.” 

(16) After an extensive experience Dr. Michinard now lim. 
its his hysterectomies to cases of early cervical cancer. 

(17) Two of the body and four of the cervix. 

(18) Dr. Pearse had other cases, but this was the only one 
confirmed by microscopic examination. 

(19) One case had recurrence in 6 years. 

(20) Both of fundus. 

(21) Dr. Summers concludes his report thus: “It is my 
opinion that hysterectomy for cancer of the uterus is unjustif. 
able except when the disease is confined exclusively to. the body; 
more years of life can be saved by other procedures.” 

(23) Dr. Wathen thinks he could report more than 20 if 
patients had not been lost track of. . 

(24) This includes the first vaginal hysterectomy made 
west of the Mississippi river. 


SUBCUTANEOUS INJECTION OF PARAFFIN IN ‘THE COR. 
RECTION OF “SADDLE-NOSE.” 
BY LEONARD FREEMAN, M. D., DENVER, COLO. 


Professor of —— in the Denver and Gross Medical College; Surgeon to st, 
Joseph’s Hospital and the Arapahoe County Hospital. 


Some three years ago, it was anhounced by R. Gersuny (al- 
tho priority is claimed by Delangre) iuwat paraffin injected be 
neath the skin or mucous membrane remained indefinitely in the 
position in which it was placed, without irritation, diffusion or ab- 
sorption to a noticeable degree; a fact which has since been sub- 
stantiated by many observers, and which has stood the test of 
time. 

The number of uses to which this process has been put, 
during the short time since its discovery, is astounding. For 
instance, paraffin is particularly serviceable in filling out ab- 
normal depressions, such as sunken scars, depresst or “saddle. 
noses,” sunken cheeks, objectionable wrinkles, etc. .«. has been 
injected into the scrotum to take the place of a missing testicle; 
into the uvula, to increase its size following operation for cleft 
palate; into the neck of the bladder, to correct incontinence; about 
the anus, to prevent prolapse of the rectum; beneath the mucous 
membrane of the posterior pharynx to make up for deficiency 
in the length of the palate; and into the vicinity of the hernial 
openings, vesico-vaginal fistulae, palatal clefts, ete. 

It has also been successfully inserted between the resected 
ends of bones in order to secure a movable joint, and into the 
orbit to facilitate the wearing of an artificial eye. 

The greatest advantage, however, is in the correction of 
facial disfigurements, which are the sources of more annoyance 
to their unfortunate possessors than is generally realized by 
others. An irregularity of feature, sometimes comparatively 
slight, often influences an individual’s position in the community 
to a considerable degree, both socially and ‘financially, for it is 
inherent in the human race to abhor abnormalities and look ask- 
ance at the afflicted. 

Anything we can do to help these sufferers, even tho the 
benefit be slight, is received with gratitude, and is often the 
means of restoring more or less of an outcast to a satisfactory 
position in life. 

My own experience with the Gersuny method has not been 
large, but it has been sufficient to convince me of its great value; 
while the interest attacht to the subject and its newness form 4 
sufficient excuse for the presentation of this paper. 

The technic has been variously modified by different opera 
tors, but that which I have followed is practically the method 
of Gersuny. The material for injection is made by mixing ord- 
nary white vaseline with hard paraffin in such proportion that 
the melting point is in the vicinity of 40 degrees C. (104 degrees 
F.). This can be readily determined (Parker) by coating the bulb 
of a clinical thermometer with the mixture and immersing the 
instrument in water the temperature of which is gradually 
raised. When the paraffin melts, the degree of heat is noted, and 
more vaseline or paraffin added as required. 'The idea is to ob- 
tain a mixture which is neither hard nor fluid, but which can be 
forced, under reasonable pressure, thru a needle of moderate 
size. The paraffin which I have used, and which proved satis 
factory, altho it might have been thicker, had a melting-point of 
39.50 C. (103 degrees F.), and was of but slightly greater col 
sistency than vaseline. A serviceable syringe is one of fair siz 


*Read before the Rocky Mountain Interstate Medical Society, Sept. 9, 1902. 
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with an all-metal plunger, which permits of sterilization by boil- 
ing. After observing that it required considerable force to push 
the paratiin thru the needle and into the fissues, I had fitted to 
the instrument a simple mechanical device by means of which 
the piston is moved by a thumb-screw, thus greatly facilitating 
accurate and easy work. 

In preparing for an operation, the most rigid asepsis is ne- 
cessary. The paraffin must be sterilized by heat and drawn 
while still liquid into the sterile syringe, where it is allowed to 
solidify. Pressure on the piston will then force the contents 
thru the needle in a thin, worm-like thread. 

The needle should be inserted thru the carefully cleaned 
skin some distance from the spot where the vaseline is to be 
deposited, otherwise the ointment will have a tendency to leak 
out thru the opening, to say nothing of the increast danger of 
infection. 

The injection should be slowly made, regulating the amount 
by the nature of the case. It is better to insert too little than 
too much, completing the operation, if necessary, at some future 
time, when the further requirements -.can be more accurately de 
termined. 

We then have the advantage of the solid basis of the old 
injection to work upon, and the skin has an opportunity to 
gradually accommodate itself to the new conditions without un- 
due tension. I have noticed that a certain amount of confusing 
edema may rapidly take place so that it is sometimes difficult 
to accurately estimate the amount of paraffin needed. 

Extensive diffusion of the mixture into surrounding alveolar 
tissues, as well as the shape of the mass, may be controlled by 
When the paraffin is 
not liquid, however, the tendency to spread is not pronounced, 


, unless the pressure is great, because the fibers of connective- 


tissue become rapidly compresst into a sort of retaining capsule. 

When the operation is complete a little manipulation of the 
tissues at the point of entrance of the needle will check the 
exit of paraffin, and the opening may then be sealed with cotton 
and collodion. 

The application of cold compresses does much to check re- 
action and swelling, which, however, are not alarmingly great 
under any circumstances, and subside within a few days at the 
most. 

During the operation, pain may be controlled by a general 
or a local anesthetic as circumstances may indicate, while the 
subsequent discomfort is surprisingly small. 

Certain operators (Eckstein and others) employ a harder 
paraftin, with a much higher melting-point than that recommend- 
ed by Gersuny—59 degrees to 65 degrees C. (136.4 degrees to 149 
degrees F.). 

This solidifies into a hard mass within the tissues in from 
one to two minutes, and may be moulded, it is claimed, with 
great accuracy. The difficulties of injection, however, are con- 
siderable, for the preparation must be kept fluid until it is placed 
beneath the skin. Karewski, of Berlin, has invented a syringe 
for this purpose, surrounded by a jacket thru which circulates 
a continuous current of hot water. 

The advocates of the softer paraffin claim that the harder 
variety, in addition to the difficulties attending its use, is more 
apt to produce irritation and necrosis, due to its heat and its 
hardness; while its diffusion is difficult to control owing to its 
fluidity when injected. The champions of the harder mixtures, 
on the other hand, assert that the softer composition is more 
difficult to mould and to confine within certain limits, and that 
it is more apt to form emboli and undergo absorption. The fact 
remains, nevertheless, that both kinds have been used in numer- 
ous cases with excellent results. It would seem reasonable to 
assume that the softer composition should be chosen in most 
instances, reserving the harder for special cases. 

Without reference to consistency, encapsulation soon takes 
Place, just as it does with a bullet or any other foreign sub- 
stance. A limited amount of connective tissue also penetrates 
the material which is speedily converted into a solid, cartilage- 
like mass, which does not become soft again, no matter how 
high the temperature of the individual may rise. After a time. 
no tenderness of the part and no discomfort whatever are ex- 
Perienced. 

As regards the dangers: infections have arisen in a few 
instances, but they were undoubtedly due to imperfect surgical 
cleanliness and should, perhaps, have been avoided. Necrosis 
of the over-lying skin has been observed, but only in connection 
With the use of hard paraffin with a high melting-point. It is 
likely that the great heat, combined with the hardness of the 
material and the amount of the injection were responsible for 


the disaster, a point in favor of softer mixtures with lower 
melting-points. A serious accident, deserving consideration, is 
the formaton of emboli. This has occurred in two or three 
cases. Pfannenstiel, for instance, saw pulmonary (and perhaps 
cerebral) emboli result from an injection into the neck of the 
bladder; while Leiser produced markt collapse, and amaurosis of 
the left eye, by an operation for saddle-nose. The phenomenon 
depends, manifestly, upon the insertion of the needle directly 
into a vein (ophthalmic in Leiser’s case?) and not upon absorp- 
tion from the connective-tissue spaces as assumed by some. 
Hence the same likelihood of this complication arising would 
exist with the hard paraffin as with the soft—in fact, the chances 
would seem to be greater with the former, owing to its intro- 
duction in a fluid state. 


This danger may, perhaps, be avoided by using a blunt- 
pointed needle after having first punctured the skin with a 
sharp one. 

I have operated on but three cases of saddle-nose. In two, 
the deformity, produced by syphilis, was due to a loss of carti- 
lage between the tip and the nasal bones, and was sufficiently 
pronounced to be decidedly noticeable and objectionable. The 
correction in each instance was complete, altho two injections 
were required in one of the patients. The transformation in 
profile and expression was most gratifying. In the third case 
the deformity was much greater and was due to an injury re- 
ceived in childhood. The sinking of the nose was markt, and 
there was quite a sharp angle at the center of the curve. Never- 
theless, the improvement, after two injections, was satisfactory, 
the patient being well pleased with her improved appearance. 

All operators, so far as I am aware, have inserted the needle 
at the root of the nose. I have varied from this procedure by 
passing the instrument thru the tip of the organ; because the 
small puncture leaves no appreciable scar and it is possible to 
insert the paraffin easily in a straight line and exactly at the 
point required, which is more difficult to do from above for ob- 
vious reasons. Furthermore, the thickened tissues at the tip 
prevent the ointment from diffusing itself along the track of the 
needle, as is apt to occur in the areolar tissues above. More 
freedom is also left for such manipulation with the fingers as 
may be necessary. 

It goes almost without saying that there are many cases of 
extreme deformity, especially those complicated with cicatricial 
contractions, which are not amenable to this form of treatment. 
Scar-tissue cannot be stretcht by paraffin more readily than by 
other means. It is, therefore, in cases where the deformity is 
comparatively moderate and the skin loose that the best results 
are obtained; and then, perhaps, by repeated injections only. In 
many severe cases, plastic operations, or the insertion of cellu- 
loid or metal plates, must be resorted to in the future as in the 
past. 


THE EVOLUTION OF THE TREATMENT OF PELVIC IN- 
FLAMMATION.* 


BY E. E. MONTGOMERY, A. M., M. D., PHILADELPHIA, PA., 
Professor of Gynecology in Jefferson Medical College. 


Standing today as we do on the summit of perfected work 
in pelvic surgery, it is difficult for us to appreciate the helpless- 
ness of those who have preceded us in this field. Meigs, the 
accomplisht writer, the brilliant teacher and the leading prac- 
titioner of his day, describes in graphic terms the tubal tumor 
filled with water, pus or blood, and says, “the Fallopian tubes 
may be the seat of inflammation which will render fecundation 
impossible, but they are equally impossible of diagnosis during 
life!’ The occurrence of pelvic inflammation in its various forms, 
involving tubes, ovaries, pelvic peritoneum and pelvic cellular 
tissue, could not escape the acute investigation of accurate ob- 
servers; but its effects were most frequently observed after 
death. The course of invasion and its cause of development 
were not understood. 


The occurrence of pelvic suppuration had been recognized 
and its ravages appreciated, but in combating it, Thomas was an 
advanced leader, when in 1868 he advised that “operation should 
be deferred until all the efferent lymph has been softened, until 
all the abscesses have been coalesced and until the accumulated 
pus has broken down the tissue between itself and the channel 
of evacuation. The abscess may open thru the vagina, the rectum 
or the abdominal wall.” 


“Abstract of paper read at the American Medical Association. 
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There are yet men who, apparently, have not passt 1868 in 
their methods of practice! 

Into this state of chaos broke Tait like a brilliant meteor 
in 1872, when he advocated and practist the removal of the uter- 
ine appendages for inflammatory conditions. His axiom, “when 
in doubt make an exploratory incision,” proved the searchlight in 
pelvic surgery. There was no longer excuse for want of knowl- 
edge of the course and results of pelvic inflammation, for his en- 
thusiastic disciples were frequently “in doubt,” and considered 
his teaching as the only true gospel. As a consequence, no por- 
tion of the abdomen or pelvis was free from investigation, and 
every phase in the course of inflammatory conditions was sub- 
jected to accurate observation. The secretions and fluid collec- 
tions were carefully studied and the association of internal con- 
ditions with external infections did not fail of discovery. The 
macroscopic study of the invasion of internal structures by micro- 
organisms promptly revealed the fact that these parasites gen- 
erally reacht the internal organ thru the continuous mucous mem- 
brane and dispelled the previously held view that the cellular 
tissue was the structure most frequently involved. Tait was so 
profoundly impresst with the idea that the invasion was thru 
the continuous mucous membrane that he was induced to advo- 
cate the removal of both ovaries and tubes when the appendages 
of one side were diseased, even tho those of the other were as 
yet free, because he found that very frequently the remaining tube 
and ovary became affected when permitted to remain and neces- 
sitated resort to a second operation. This principle carried fur- 
ther led Pean, Baldy and others to advocate the removal of the 
fundus of the uterus, whenever conditions were such as to de- 
mand the extirpation of both ovaries. The doctrine that the 
uterus should be removed when the tubes are the site of suppur- 
ation led to the division of the leaders into two schools, one of 
which would attack all cases thru the vagina, while the other 
faction was equally vehement in the advocacy of the abdominal 
as the only true route for the removal of these structures. As 
is usually true, the happy medium lies between the two. 

The application of the principles of Tait by his enthusiastic 
followers led to such a wholesale castration of women that there 
Was aroused a wholesome fear that if permitted to increase in 
arithmetical progression there would be a markt reduction in the 
progress of the race. Our study then became how to save rather 
than to sacrifice, and we retraced our lines of study and sought 
how to arrest the inflammatory process before it had involved the 
deeper structures. Such investigation deepened the impression 
that the changes were bacterial in their origin, and could be di- 
vided into two great classes: the gonorrheal and the septic. It 
soon became evident that “auto-infection” is a dream—that in 
both classes the infection is conveyed to the patient and never 
originates within her organism. Based upon this knowledge, the 
application of surgical or aseptic principles to the practice of ob- 
stetrics has greatly lessened the frequency of septic processes in 
the pelvis. 

The recognition that gonorrhea in its influence on the female 
economy is more deleterious than syphilis, has caused the pro- 
fession to be anxious to arrest it in its early stages and thus 
prevent its more serious ravages. 

The acceptance of the bacterial origin of pelvic inflammation 
makes us chary of intra-uterine routine treatment. The sound, 
tent and uterine dilator are now only infrequently employed, and 
only with strictest antiseptic precautions. 

In uterine inflammation drainage is promoted; and this by 
the use of the dilator and the curet. Where the inflammation is of 
such a character as to threaten the deeper structures, we no 
longer sacrifice both appendages when those of one side only are 
severely involved, but precede the abdominal or vaginal incision, 
as may be chosen, with a dilation and curetment of the uterus. 


While our investigations of the abdomen of the living woman 
teach us that the most frequent avenue for invasion is by the 
continuous mucous membrane of the uterus and tubes, it should 
not be overlookt that the blood vessels and lymphatics also af- 
ford ready entrance to the deeper structures. The recognition of 
this truth is of the greatest value from the standpoint of treat- 
ment; for while inflammation involving the tubes, ovaries or peri- 
toneum may be treated by either the vaginal or the abdominal 
route, according to the character of the involvement and the pre- 
dilection of the operator, but in the majority of cases of strictly 
cellular inflammation the election will be most frequently thru 
the vagina. With the development of such inflammation we do 
not follow the already enunciated dictum of Thomas, but en- 
deavor to afford free vent for the escape of the exudation, and 
thus avoid cicatricial contraction. If there is also involvement of 


the peritoneum we readily resort to the use of the curet, and at 
the same time break up pelvic adhesions and afford drainage. 

The motto we now inscribe on our banners is: “Sacrifice 
nothing which can be saved’”—keeping before us the purpose to 
restore our patient to health. Health in its true sense means not 
only freedom from discomfort, but also regained function. 


SOME OBSERVATIONS ON THE PROSTATE.* 


BY ROBERT HOLMES GREENE, A. M., M. D., NEW YORK, 
Consulting Surgeon St. John’s Guild Hospital; Surgeon Penitentiary, Black- 
Visiting Dermatologist, City Hospital. 


Commencing on February 26, 1896, and ending October 27, 
1897, with the co-operation of my assistants, Drs. S. W. Schapira 
and N. Greenfield, I examined at the Out-Patient Department of 
Bellevue Hospital, 214 cases of urethritis, presenting a discharge 
from the anterior urethra. These cases were in no way selected 
because of any subjective symptoms pointing toward the involve- 
ment of the prostate; in fact, were somewhat remarkably free 
from them. They represented the ordinary class of dispensary 
eases. These cases were examined first, in reference to the rela- 
tive frequency of the involvement of the posterior urethra; sec- 
ond, as to the condition of the prostate of every case; and, third, 
in 29 cases the prostatic secretion was examined microscopically. 

The method of examination used to discover the extent in 
which the urethra was involved consisted in, first washing out 
carefully with warm water thru a soft catheter the anterior ure- 
thra; then allowing the patient to urinates the urine was exam- 
ined by a simple test, such as “Donne’s,” for pus, the cases being 
those in which there was no indication of involvement of the 
bladder. : 

The examination of the prostate was made by the insertion 
of the finger in the rectum to as great a height as possible in or- 
der to feel in the vicinity of the vesicles; the purpose being to dis- 
tinguish the general size of the vesicles and prostate, and any ir- 
regularities of the lobes of the latter that might be present. 

As stated above, cases were not pickt out presenting sub- 
jective symptoms pointing toward an acute prostatitis, and pain, 
even on pressure over the prostate, was a symptom not particu- 
larly complained of. In forming an opinion as to any swelling of 
the prostate I tried to be as conservative as possible. In cases 
of doubt, the size of the prostate was put down in the table as 
apparently normal. I had no particular preconceived theories to 
fortify, and was desirous only to observe the facts as correctly as 
I could. The examination of the secretion from the prostate was 
made as follows: 

The bladder was thoroly washt out in clean water until the out- 
flow was very clear. The prostate was then massaged thru the 
rectum, the finger being carried as highly as possible. The few 
drops that the patient was able to urinate immediately after the 
massaging, containing the secretion from the prostate and water, 
was collected in bottles and examined microscopically. In some 
of these cases the secretion was extremely scanty in quality—so 
much so as to be hardly discernable to the naked eye, in a few 
drops of the fluid passt; but in the large majority of cases an 
amount consisting apparently of several drops, could be seen in 
the several drops of fluid passt. 

Of the 214 cases examined, all told, I have a history of the 
number of times that they had urethritis in 120 cases. Of these, 
45 stated that this was their first case, and 75 that they had had 
one or more attacks previously. By the use of the method of ex- 
amination just described, of the 214 cases the posterior urethra 
was found involved in 142 cases, or 66 per cent. The anterior 
urethra in 72 cases, or 34 per cent. i 

The above statistics as regards the involvement of the pos- 
terior urethra do not, I believe, materially differ from those pre- 
viously publisht; but which have not, I think, as yet received 
that attention fom the profession generally, or even from some 
of the specialists in this branch of work, that they deserve. 

The examination of the prostate showed an enlargement to 
the examining finger in 102 cases, or about 47 per cent of the to- 
tal number of cases examined. In 101 of these cases inflamma- 
tion of the posterior urethra was present, and in 1 case it was 
apparently confined to the anterior urethra only. The enlarge- 
ment (or swelling, if that word is preferred) was most markt in 
the left lobe of the prostate in 73 cases, or about 71 per cent; the 
right lobe in 19 cases, or about 19 per cent; and a general en- 
largement was present in 10 cases, or about 19 per cent of the 
cases in which any enlargement was present. 
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The examinations of the secretions collected, in a manner as 
described above, were made in 29 cases, 6 by one and 3 by the 
other of two gentlemen well verst in microscopical technic; and 
the 20 other cases were most exhaustedly examined by Dr. J. W. 
Blanchard, Pathologist of the City Hospital of New York. 

The reports of the examinations of the nine cases mentioned 
above do not tend in any way to discredit the results of the ex- 
amination as made by Dr. Blanchard, but were not carried out 
to such an extent as his. I intend collecting more clinical ma- 
terial and publishing with Dr. Blanchard, at a later date, a 
table containing a full report of every case examined. I have 
the full report of the twenty cases already examined by Dr. 
‘Blanchard and I submit the following report of one case as an 
example of .about what the others show: 

CASE 135—(1) Pus. (2) Leucocytes. (3) Few eosinophiles. 
(4) Very many small lymphocytes, most of them well preserved. 
(5) Very many erythrocytes. (6) Large and small spheroidal 
epithelium, with eccentric nucleus, few with central nucleus. (7) 
Few bodies without granules taking mixt strain homogeneously 
7x9 mm. in diameter. (8) Few bacteria, mostly short, thick bac- 
teria. 

Out of the 20 specimens examined by him Dr. Blanchard 
reports the presence of pus in 16. Diplococci in 3. The most ordi- 
nary characteristic of the secretions as they presented themselves 
under the microscope seemed to be pus, mucus, and corpora amy- 
lacia, showing an infiltration into the prostatic follicles, while 
the presence of lymphocytes would tend to show, I believe, that 
some, however slight, interstitial changes were taking place. It 
may be difficult to draw positive conclusions from the statistics 
here presented—that we have two forms of posterior urethritis, 
one apparently remaining on the surface, the other dipping down 
as well into the prostate is well known. They may call atten- 
tion to the fact already known that we have congestive inflamma- 
tions of the prostate frequently accompanying urethritis, which do 
not become acute enough to give rise to abscess formation. What 
becomes eventually of these swellings of the prostate it would 
be interesting to know, as to whether the prostate entirely re- 
turns to its normal condition or not. I am personally inclined to 
believe that in many cases these swellings do not entirely disap- 
pear. I also believe that we may meet with them due to other 
causes as well as urethritis, but tabulated observations of these 
conditions extending over a series of years are lacking. Further 
data, also, as to the average normal size of the prostate than are 
at present at hand would help us in revealing some of the many 
mysteries connected with that organ. Certainly, also, the accu- 
mulated evidence of observers during the past ten years, of ure- 
thritis in the male (with the exception of those gentlemen who 
publish statistics which tend to demonstrate that it is an ephem- 
eral disease which can be cured by a few irrigations), tend to 
show that as in the female it is a serious affection, prone to in- 
volve tissues of the body much deeper than those in which it orig- 
inally commenced. 


THREE CASES OF EXTRA-UTERINE PREGNANCY OF THE 
TUBAL VARIETY. 


BY L. BRANNON, M. D., JOLIET, ILL. 


Within recent years the subject of extra-uterine pregnancy 
in all its phases has been frequently and thoroly discusst, and 
abdominal sections for its relief have been performed almost con- 
tinuously since the year fifteen hundred. For these reasons I 
will not endeavor to advance anything new on the subject, but 
simply call attention to the importance of bearing in mind the 
well-known fact that in a large majority of such cases, the suc- 
cess of the operation depends largely upon an early diagnosis, 
or rather on operating before the sac ruptures. The following 
cases present to me some points of vital importance. 

On the 16th of August, 1902, I examined Mrs. G. of Morris, 
Il, who gave me the following history: Age 38, married two 
years, never had any children, tho believes she had one miscar- 
riage; always menstruated regularly until the time this trouble 
commenced, which was, as nearly as she could tell, on about the 
middle of April. At this time, Saturday afternoon at about 4 
o’clock, while walking on State street, in Chicago, she was sud- 
denly seized with violent pain in the abdomen and symptoms of 
shock so serious that immediate assistance was required. The 
pain in the right pelvic region continued and she was confined 
to her bed until Monday, when she was able to be up a part of 
the day. On Tuesday the pain was gone, and she went to work. 
She had no more trouble for four weeks, when she was again 


felt very sick and was confined to the bed for two weeks. Pain 
and tendernéss in the right side were the principal symptoms. 
In three days after getting up from this attack she was again 
taken with severe pelvic pain and remained in bed for two 
weeks. She had no more trouble except slight soreness of the 
breasts and occasional nausea, until the latter part of July, 
when she commenced to flow. The bleeding continued irregu- 
larly until she was operated upon. When informed of the cause 
of her trouble, and of the treatment necessary to relieve her, she 
decided to go home, a distance of twenty-five miles, and return 
within a few days, to go into St. Joseph’s Hospital for an oper- 
ation. Shortly after reaching home the flowing reappeared, and, 
believing that it would not be wise to undergo an operation 
while in this condition, she did not return until August 26th, 
1902. She said that during this period of ten days the bleeding 
was continuous, and that she had lost considerable blood. It 
was quite evident that she had, for she was pale and weak. 

On the 28th of August we opened the abdomen. When the 
general peritoneal cavity was well walled off with gauze, the 
greatly distended broad ligament on the right side was ruptured, 
and with a gush a large quantity of bloody fluid and a four- 
months fetus were expelled. ‘the ovarian vessels were ligated 
and the after-birth and that part of the broad ligament to which 
it was attacht were removed. After the oozing was checkt with 
sponges wrung out of hot water, a large plain piece of sterile 
gauze, with a glass tube in its center, was placed on the raw sur- 
face, and pressure was made by packing strips of gauze three or 
four inches wide around the tube. The tube was removed in 
thirty hours, for during the last six hours of this period it 
dresst but two drachms. The gauze was not all removed until 
the end of the third day. She suffered no shock from opera- 
tion, was not nauseated and her highest temperature during the 
eight succeeding days was 10035. Her complete recovery is now 
assured. 

The second case was that of Mrs. C. of Essex, IIll., who en- 
tered the St. Joseph’s Hospital in March, 1900, and was operated 
upon a few days later. This was also a broad ligament preg- 
nancy, and was treated in precisely the same manner as the 
preceding case, and made a speedy recovery. 

In the third case, that of Mrs. S., the rupture occurred early 
and the embryo had been absorbed. The extraperitoneal hema- 
tocele being quite large, was drained with a tube and gauze. Her 
recovery was uneventful. 

In reference to the all-important point, rupture of the sac, 
one celebrated authority writes as follows: 

“Exceptionally, the tubal gestation may proceed to full term 
(six per cent. of tubal pregnancies, Winckel). In these cases the 
ovule has probably at first grown downward and backward. If 
rupture occurs, it usually takes place between the eighth and 
twelfth weeks, but it may be seen as early as the fourteenth 
day, or after; or after the sixth month. If the tube ruptures 
upon the upper posterior aspect of the sac, the sac contents are 
extruded into the peritoneal cavity with an intra-peritoneal 
hemorrhage. If rupture occurs on the lower aspect, the con- 
tents of the ovum and the blood find their way between the 
layers of the broad ligament and pelvic fascia, giving rise to an 
extraperitoneal hematocele. The first variety is usually fatal; 
the last is not always directly dangerous to life, but the layers 
of the broad ligament may rupture when distended with blood, 
and the bleeding then becomes intraperitoneal and unlimited. 
The bleeding may also be limited by peritoneal adhesions, shut- 
ting off the peritoneal cavity and forming a clesed sac in the 
ilias region.” (Hirst on Obstetricts, p. 262.) 

“Rupture of the sac and profuse hemorrhage occur most 
commonly in tubal gestation, when the growth is upward toward 
the abdominal cavity. At least two-thirds of all ectopic gesta- 
tions end in rupture of the sac. The rupture may occur when 
the ovule grows downward between layers of broad ligament; 
also in tubo-uterine, tubo-ovarian, ovarian and abdominal preg- 
nancies. The accident commonly destroys the embryo, which may 
escape into the abdominal cavity. Up to the second month the 
extruded embryo may be absorbed. Later it may be found lodged 
among the intestines, perhaps far removed from the pelvic or- 
gans, and usually surrounded by clotted blood. The hemorrhage 
may be fatal in as short a time as two hours; it usually takes 
from eight to sixteen hours, however, for the woman to bleed to 
death, and perhaps longer. The hemorrhage may be fatal as 
late as the second, third or fourth day, or there may be suc- 
cessive hemorrhages, perhaps days apart, until the patient is 
gradually exhausted or is suddenly destroyed by an unusually 
profuse outpour of blood. Surprisingly small tubal gestation 
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sacs may, on rupture, give rise to fatal hemorrhage. The deter- 
mining cause of rupture is not always apparent. It may occu: 
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while the patient is lying quietly in bed, but may follow the 
straining of defecation or urination, coitus, a blow upon the ab- 
domen, a gynecological examination, an operation like a curet- 
ment, or any sudden physical effort or mental excitement. The 
rupture may be due to contraction of the tube walls, to menstral 
congestion, or to the steady growth of the tumor. Rupture of 
the sac or of a blood vessel in its wall, with profuse hemorrhage, 
has occurred long after the destruction of the embryo and ces- 
sation of growth in the sac (two years in one case.)” (Hirst on 
Obst., p. 267 and 268.) 

“After rupture, the patient’s only hope lies in an immediate 
abdominal section, evacuation of the blood from the peritoneal 
cavity, the ligation of the blood vessels supplying the sac, and 
its complete remoyal.”? (Hirst on Obst., p. 729.) 


DRAINAGE VERSUS RADICAL OPERATION FOR SUPPU- 
.RATION IN THE FEMALE PELVIS.* 


BY CHARLES P. NOBLE, M. D., PHILADELPHIA, PA., 
Surgeon-in-Chief, Kensington Hospital for Women. 


The chief field for the drainage operation is in cases of large 
pelvic abscesses in patients acutely ill and in those prostrated 
from long-continued suppuration. The drainage operation in this 
class of cases gives a mortality of 2 per cent. as contrasted with 
one of 25 per cent. or more by abdominal section. In this field 
there can be no question concerning the positive merits of the 
drainage operation. It is done quickly, does not cause shock to 
the already weakened patient, and permits her to recover from 
the critical condition in which she is placed by the large abscess. 
In most cases of this kind it is best simply to evacuate the large 
abscess, wash it out, insert a drain and do nothing further. When 
the strength of the patient permits, in addition to this, it is best 
to palpate for additional abscess sacs in one or both tubes, and 
to evacuate these if found; but in many cases of large abscesses 
it is better to postpone the opening of small pockets to a subse- 
quent date. Where the abscess is single (as in puerperal phleg- 
mon, ovarian abscess and intraperitoneal abscess without pyosal- 
pinx), the simple incision results in a perfect cure. Where sev- 
eral smaller pockets exist in addition to the large abscess, it be- 
comes necessary to open these, either at the initial operation or 
subsequently, in order to effect a cure. 

The next class of cases in which the drainage operation is 
of signal service is that in which suppuration occurs during an 
acute attack of peritonitis, and which the peritonitis tends to 
become progressive, with the usual accompaniments of disten- 
sion of the intestines, tendency to intestinal paresis and prostra- 
tion of the patient from septic absorption. In these cases the pus 
may be in the tubes, or in the ovaries, or within the peritoneum. 
A radical abdominal operation under these conditions has a high 
mortality as contrasted with the scarcely appreciable mortality 
for a drainage operation. An analysis of my own cases shows 
a very large percentage of permanent cures in cases of puerperal 
origin. I have operated on only one case of recent suppuration 
from gonorrhea. 

The small group of cases of suppurating hematocele from 
extrauterine pregnancy is also best treated by the drainage op- 
eration. I have operated on four such cases. All four recovered 
from the operation, but in two it was necessary to do a subse- 
quent radical operation; in the one case because of the develop- 
ment of a hydro-salpinx, and in the other because of the con- 
tinued annoyance of a tubal mole. 

In the usual typical case of pyosalpinx or abscess of the 
ovary, uncomplicated by intraperitoneal abscess, and in which 
the amount of pelvic exudate is moderate and the size of the 
tubal or ovarian abscess small, I have never practist the drainage 
operation, but have treated all such cases (which make up the 
great majority of cases of pelvic suppuration in women) by rad- 
ical abdominal operation. On theoretical grounds the drainage 
operation does not seem indicated in this group of cases: The 
pus pockets are apt to be multiple and small, the risk of open- 
ing the peritoneum is great because of the lack of extensive ex- 
udate walling off the peritoneal cavity, and therefore the results 
of the drainage operation would probably be unsatisfactory be- 
cause of the incompleteness of the drainage and the risk of set- 
ting up a general peritonitis; moreover, the results of-the radical 
abdominal operation in this group of cases is so satisfactory that 
it will be difficult to improve on it by any other procedure. 
Within the limitations laid down incision has proved to be a 


most conservative operation, not only in the saving of life, but 
in the conservation of the sexual organs. In only three cases 
out of fifty-two was it necessary subsequently to remove more 
than one uterine appendage. The operation has saved many 
young women from the annoyance of a premature menopause, 
and has enabled some of them to bear children. Six pregnancies 
are known to have occurred, resulting in five children—one pair 
of twins, one miscarriage and one pregnancy now developing. 

With the operation of incision and drainage in cases of acute 
inflammation of the uterine appendages without pus, as prac- 
tist by Henrotin, Pryor, Polk and others, I have had no experi- 
ence, with the exception of a few cases in which an extensive 
puerperal pelvic cellulitis was incised with the expectation of 
finding pus. In all of these cases the incision promoted the 
early resolution of the exudate. It is my intention to practice 
this operation in puerperal cases in the future, as I believe it will 
promote an early recovery in this group of cases and prevent the 
destruction of a certain percentage of the tubes and ovaries in- 
volved. 


DISADVANTAGES. 


Having emphasized the advantages of incision and drainage, 
it is well to refer to some of the disadvantages inherent in this 
method of treatment... These disadvantages grow out of the im- 
perfections in the diagnosis of morbid conditions in the pelvis. 
At times an ovarian cyst with peritonitis will be diagnosed as # 
pelvic abscess. Incision and drainage not only will not effect a 
cure, but may cause a disagreeable complication when the cyst is 
removed at a subsequent operatibn. 

When incision is practist in cases of small pus tubes it is 
quite easy to overlook one or more of the pus pockets, and quite 
easy to open the general peritoneal cavity. Therefore, in this 
class of cases also the operation is contraindicated. 

In a certain percentage of cases, at times because of the 
condition of the patient, at times because of the inaccessibility 
of some of the pus pockets, collections of pus are overlookt in the 
primary operation of incision and drainage. In these cases it may 
be necessary to repeat the operation once or twice in order to 
effect a cure or to obtain healing of the sinus. This has been my 
experience in a smail percentage of cases. It is in this class of 
cases that the skill and experience of the operator is of most 
importance. The surgeon of experience, who will restrict the 
operation to the classes of cases in which it is indicated, and 
whose trained touch can differentiate between pus sacs and ad- 
herent intestines, will not have a large percentage of failures to 
evacuate pus sacs, and will have only a small percentage of ac- 
cidents, such as hemorrhage, perforation of the intestine, wound- 
ing the ureter, etc. On the other hand, the inexperienced surgeon, 
unless he restricts his application of the operation strictly to 
cases of large abscesses, is likely, thru inexperience, to overlook 
the smaller pus sacs, or to wound adjacent viscera, in a consid- 
erable percentage of cases. 


TECHNIC. 


The technic of vaginal incision and drainage for pelvic sup- 
puration is extremely simple in some cases and extremely difii- 
cult in others. In cases of single large abscesses and cases of 
puerperal phlegmon pointing toward the vagina, the operation is 
very simple. The patient is anesthetized, the vagina cleaned, 
the cervix exposed and an incision made with a knife across the 
vault of the vagina behind the cervix, the incision extending thru 
the vaginal wall. This incision may be continued, the tissue be- 
ing divided layer by layer until the abscess is reacht; or, what is 
usually preferable, a pair of scissors, neither sharp nor blunt, is 
passt thru the vaginal incision and presst against the projecting 
abscess sac. The handles of the scissors are then opened, tearing 
the perivaginal tissues and the peritoneum, and giving vent to 
the pus. In the case of broad ligament phlegmon the incision is 
made over the most prominent portion of the abscess. In select- 
ing the point for the incision the ureters and the uterine vessels 
must be avoided. In case the abscess is connected with one or 
the other uterine appendage and does not fill up and cause Doug- 
las’s pouch to bulge toward the vagina, the incision thru the 
vaginal wall should be made to one or the other side of the me- 
dian line, and then the scissors be pusht on into the abscess sac. 
When the abscess sac is distinctly lateral and relatively high, it 
may be necessary to separate the folds of the broad ligament 
from below with the fingers until the abscess is reacht, and then 
puncture it with the scissors. This I have found necessary to do 
in numerous cases, especially in cases of ovarian abscess of puer- 
peral origin. 

So far the operation is simple and easy to perform. The 
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play are those in which the abscess is not so large and those in 
which the main abscess within the peritoneum is complicated by 
pyosalpinx or ovarian abscess. In such cases the trained touch 
of the surgeon is necessary in order to distinguish the pus tube 
or abscess of the ovary from infiltrated or adherent bowel. In 
many cases this is difficult even for the expert to do, and at times 
discretion is the better part of valor, and the surgeon having 
evacuated one or more abscess sacs may well hesitate to punc- 
ture one in which the diagnosis is uncertain, lest by accident he 
open the bowel and cause a fecal fistula. Large experience in 
dealing with the results of pelvic inflammation by abdominal sec- 
tion will prove most helpful in the exact diagnosis and proper 
treatment of pus collections when treated by incision and drain- 
age from below. 

In a small percentage of cases, usually of puerperal origin, it 
will be necessary to supplement the vaginal incision by an in- 
cision thru the groin, and in a few cases in which the abscess 
points in the groin the only incision required can be made above 
Poupart’s ligament. 

The points to be emphasized are that in large abscesses in 
patients who are extremely prostrated and ill the least done the 
better; the large abscesses should be freely opened and nothing 


the sac and to leave this for a subsequent occasion, as the 
strength of the patient will not admit of the prolongation of the 
operation. In all cases the main object to accomplish is to make 
the opening in the dependent portion of the abscess and to make 
the opening a free one. The opening should be made wide and 
free and not a mere puncture. If this is accomplisht, most cases 
will undergo spontaneous cure without gauze packing and with- 
out subsequent irrigation. Packing and subsequent irrigation are 
only to be employed when this is necessary to effect the thoro 
evacuation of the abscess and the closure of the sinus. 


THE RATIONAL TREATMENT OF MOVEABLE KIDNEY 
AND ASSOCIATED PTOSIS.* 


BY A. ERNEST GALLANT, M. D., NEW YORK CITY, 


Professor of Gynecology, New York School of Clinical Medicine; Attending 
Gynecologist McDonough Memorial Hospital, etc., New York. 


The treatment of nephroptosis from a surgical standpoint has 
been accorded such undue prominence that it is my purpose to 
consider that subject from a higher and broader plane, viz.: 

1. That the symptom-complex cannot be accounted for on 
the ground of simple mobility of the kidney. 

2. That nephroptosis is nearly always associated with ptosis 
of other abdominal and pelvic viscera, subnormal nutrition and 
nervous instability. 

3. That treatment, to be successful, must be directed to- 
ward (a) the replacement of the viscera; (b) the correction of 
functional derangements; (c) improvement of general nutrition; 
and (d) support of the prolapst organs. 

A composite picture of several nephroptopics shows an ane- 
mic, poorly nourisht young woman, of slender physique, with 
careworn expression, giving a history of dyspepsia, constipation, 
headache, nervousness, sleeplessness, uncertain temper, easily 
pleased or angered, spasmodically energetic, quickly exhausted 
from slight effort (physical or mental), forgetful and unable to 
concentrate her attention on any subject—an enigma to parents, 
husbands and friends, and not infrequently to her physician. 

From pains she has suffered without number: cardiac, epigas- 
tric, hypochondriac, right iliac, down the thigh, between the shoul- 
ders, along the loin, sacral; here today, there tomorrow, coming 
and going without apparent rhyme or reason; headache—orbital, 
supraorbital, frontal, saggital, occiptal—these with abdominal dis- 
tension, palpitation of the heart and abdominal aorta, and inabil- 
ity to tighten or wear corsets, with occasional attacks of nausea, 
vomiting, obstipation, jaundice, anuria or polyuria (Dietel’s crisis) 
combine to render her life not worth living. ‘ 

Another but less common type is found in middle-aged women, 
the mother of one or more children, with lax, flabby or somewhat 
pendulous abdominal walls, covered with a moderate amount of 
adipose tissue, who in other respects present the same inconstant 
Symptoms as their nulliparous sisters. 

The history of a nephroptopic, in a few instances, dates from 
4 fall or blow in the kidney-region, or following some unusual ef- 
fort (lifting, coughing, sneezing, labor, etc.), but in most instances 
ull — has been of gradual development and of some years’ 

ng. 


A review of the literature and careful study of several hun- 
dred personal cases compels one to adopt the conclusions of 
Glenard, and confirmed by many careful observers, that, as a 
rule, nephroptosis is not alone in producing so lamentable a con- 
dition, but is rather a coincident or associated factor in the gen- 
eral enteroptisis or splanchnoptosis. 

Downward displacement of the pyloric end of the stomach, 
sometimes reaching the pelvic brim, contraction of the colon, and 
dilation of the small intestines, both hanging below the normal 
level, bring about constipation with alternating diarrhea, and 
secondarily autoinfection, characterized by coated tongue, hepatic 
torpor, dusky skin, anemia, dark, scanty urine, polyuria, dysuria, 
frequent headache, general malaise, and defective vision. 


TREATMENT. 


It is difficult to conceive of a condition the treatment of which 
demands so much on the part of the patient of confidence and 
willingness to submit to and co-operate in carrying out every de- 
tail; and of gentleness, patience and perseverance on the part of 
the attendant and nurses. : 

1. REST AND QUIET.—Of the first import is rest in bed, 
absolute freedom from care and worry for from four to six 
weeks. The foot of the bed must be elevated to gravitate the 
kidney, stomach and intestines upwards, relieving all tension, 
irritation and dragging on the visceral attachments. An ordinary 
muslin, abdominal binder, pinned very snugly, must be worn 
continuously during the whole period in bed. 

2. SLEEP.—It may be necessary to induce necessary sleep for 
the first few nights, to administer moderate doses of bromide and 
chloral or other hypnotics. As the patient becomes accustomed 
to confinement in bed, she will sleep without drugs, and the 
longer the better. 

8. DIET.—Owing to the almost constant presence of chronic 
gastritis, for the first few days all food, other than one or two 
nutrient enemata is withheld, and spring water, a glassful every 
hour, is administered for three days. Next we put the patient 
on liquid nourishment, every two hours, until the bowels and 
kidneys are thoroly active. 

About the 10th to 14th day semi-solid food every three hours, 
and if the patient’s stomach is behaving nicely, at the end of the 
third week, three meals of solid food daily, with a glass of milk 
between meals will improve the nutrition and add to the body 
weight. 

4. MASSAGE AND EXERCISE.—General body friction and 

abdominal kneading must be carried out daily. When solid food is 
being injected, to the friction may be added passive and active 
movements. During the last two weeks the patient must be in- 
structed in calisthenic movements, especially those which tend 
to strengthen and shorten the abdominal and lumbar muscles. 
5. TONICS.—For the weak heart and rapid pulse action, 
small doses of nitroglycerine, strophanthus and strychnine, every 
three hours; later, iron, arsenic, quinine, strychnine and the hypo- 
phosphites, in increasing doses, to overcome anemia, and aid in 
building up the general health. 

6. VISCERAL SUPPORT.—The chief cause of relapses in 
these cases of Glenard’s disease is due to want of means for the 
retention of the prolapst viscera, when the patient resumes the 
upright position and gets about. As Lichty aptly expresses it: 
“The surgeon usually speaks of the number of cases successfully 
treated by permanent fixation of the kidney, but very little is 
said by him of the disappearance of the nervous symptoms and 
ability of the patient to do her usual work after the operation.” 
The real question is: Has thé patient been relieved of her numer- 
ous pains and aches, of the gastritis, constipation, headache and 
nervous manifestations. Ninety-five per cent of women who 
suffer moveable kidney can be cured, symptomatically without 
operation; and among those of large experience in “hanging 
kidneys,” Robinson, Israel, Tuffier, Kusters and others now refuse, 
or but rarely operate. 

THE CORSET FOR MOVEABLE KIDNEY AND ASSOCI- 
ATED PTOSIS.—Corsets as ordinarily made and put on are capa- 
ble of and do bring about all the harmful results so ably set forth 
by many writers. Recently Israel of Berlin and the writer, 
working independently, have sought to make, fit and put on a 
corset which will exert such pressure over the suprapubic area 
as to elevate the viscera and at the same time form a shelf at the 
waist-line for the kidney to rest upon. 

A corset constructed for this purpose must be as long in 
front as can be worn; it must be flattened over the suprapubic 
area, exerting maximum pressure over that region, with just 
enough constriction at the waist-line to support the kidney, and 
negative pressure above that point. The corset must be cut from 


measurements taken while the patient is lying upon her back, 
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when it will be found that owing to gravitation of the viscera 
towards the diaphragm, the circumference on a level with the 
anterior superior spines will have decreast from three to six 
inches, the object being to retain the viscera in this (diaphrag- 
matic) portion of the abdomen. A more rounded, graceful (fash- 
ionable) outline can be given to the figure by fitting pads over 
the hips, and these, if sewed inside the corset, cannot be displaced, 
nor are they discernable when the woman is dresst. 

When about to put on the corset, the woman places it around 
her waist, lies down upon her bed, draws up her knees and 
fastens the hooks from the lowest one upwards. Before fasten- 
ing the second catch, she must raise her hips into a semiopistho- 
tonos position, to still further displace the viscera upwards and 
facilitate the adjustment of the corset. 

OPERATIONS. 

Early in the second week such treatment, local or oper- 
ative, as may be called for by disorders of the pelvis, bladder or 
rectum, also examine the aural, nasal and pharyngeal cavities. 
In this way every possible source of irritation, pain and suffering 
will have been removed, and the patient’s health continue to im- 
prove during the following year or two, ere she can reap in full 
the harvest of good health she has so earnestly sought. 
Remittent attacks of appendicular colic demand the removal 
of the appendix as the only means of putting a stop thereto. 


DEPENDENT DRAINAGE IN ACUTE EXTENSIVE INTRA- 
PELVIC AND INTRA-PERITONEAL INFECTION IN 
MEN BY INCISING THE PERINEUM, SEPAR- 
ATING THE RECTUM FROM THE PROS- 
TATE AND BLADDER, AND PUNC- 
TURE OF THE kRETROVESI- 
CAL POUCH OF THE 
PERITONEUM. 


BY HUGH M. TAYLOR, M. D., RICHMOND, VA. 


Professor of Practice of Surgery and Clinical Surgery, University College of 
Medicine, Richmond, Va.; Surgeon to Virginia Hospital, etc. 


How best to secure dependent drainage in extensive intra- 
peritoneal and intra-pelvic infections in the male is an important, 
but unsolved, surgical problem. The experienced abdominal sur- 
geon is keenly alive to the importance of this subject. Path- 
finders in surgery in the pre-aseptic era warned us that along 
the line of dependent drainage, there was hope. 

About 25 years ago, Dr. J. Marion Sims noted the fact that 
in deaths from septic peritonitis there is found an accumulation 
of bloody serum in the peritoneal sac, and he attributed the 
death to the absorption of this bloody serum. Dr. Hunter Mc- 
Guire appreciated the fact (prior to the aseptic era in surgery) 
that if dependent drainage could be secured, the deaths from 
septic peritonitis would be lessened. In a paper read by him be- 
fore the Richmond meeting of the American Medical Association 
on “Penetrating Wounds of the Belly,” he impresst the idea that 
bullet wounds of the pelvis are less dangerous than similar 
wounds of the abdomen, owing to dependent drainage in pelvic 
wounds. In that paper he advocated early operative intervention 
and dependent drainage by opening the posterior cul-de-sac in 
women and the recto-vesical pouch in men thru the rectum. 

An early operative intervention and an improved aseptic 
technic are the crowning features of modern surgery. But in 
spite of all that has been accomplisht thru delayed intervention, 
the number of cases calling for dependent drainage is distress- 
ingly large. Our ability to diagnose abdominal and pelvic lesions 
in their incipiency must markedly improve (and notably is this 
true of the general practitioner who is called upon to make the 
diagnosis in the incipiency of the trouble) before we will cease to 
meet with the well-called “eleventh hour cases.” In connection with 
gastric and duodenal perforations, in perforations of the gall- 
bladder, in typhoid perforations, in abdominal visceral traumas, 
including bullet wounds and appendicial infection, we will find 
most frequently the need for dependent drainage. 

All will concede that when and how to drain in wide-spread 
intra-peritoneal infection, local and general, is a much-vext ques- 
tion. As many surgical masters advise by one technic or another, 
“when in doubt drain,” an equal number of intellectual giants 
urge “when in doubt not to drain;” the uninitiated as well as many 
who do not belong to that class, lament this wide difference of 
convictions. 

In women dependent drainage thru Douglas’s cul-de-sac of 
course is a well-recognized life-saving resource. In men with ex- 
tensive infection it is an open question if drainage does more 
harm than good. Men of wide experience urge the value of gauze 
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or tubular drainage or both, thru multiple incisions and thru 
lateral and posterior stab punctures. Just as good men contend 
that the peritoneum unhampered by tubes, gauze, etc., will be 
equal to the task of saving more lives. All will concede that the 
eleventh hour cases with extensive infection are practically 
hopeless; this is the recorded experience of many whose skill can. 
not be questioned. 

A practice which entails a mortality of from fifty to one 
hundred per cent should not, I think, have a firm hold upon pro- 
fessional confidence. I am led to hope that the plan I shall out- 
line may help to solve the important problem of how to secure de- 
pendent ‘drainage of the infected peritoneal cavity in men. 

It has been proposed by some to secure dependent drain- 
age by the perisacral route; to what extent this has beer done, I 
do not know. I only know of it as a suggestion.* I have seen 
reported an instance in which the operator opened a pelvic ab- 
scess incident to appendicitis by deeply incising the ischio-natal 
fossa. 

A brief resume of the peritoneal pouch in the male pelvis may 
make clearer the method I wish to advocate. If the plan pro- 
posed has been urged before, I am only sorry to say it has es- 
ecaped my notice, for to my mind it possesses advantages so 
palpable that it should not be neglected until thoroly tested. 

(ist) It must be remembered that the peritoneum descends 
upon the anterior surface of the rectum to within about an 
inch of the prostate, but not quite so far upon the sides or be- 
hind; its average distance from the anus is from 2 to 2% inches 
in front, and five inches behind. (Stimson’s Operative Surgery, 
page 449.) 

(2nd) ‘The rectum is loosely attacht by loose connective tis- 
sue to the lower half of the sacrum and the coccyx, while in 
front it is more closely attacht to the back of the prostate and 
bladder by firmer connective tissue, the prostato-peritoneal apon- 
eurosis, connected with the recto-vesical fascia. This aponeuro- 
sis, however, allows the separation of the rectum from the pros- 
tate and bladder, and if traced upward is found to be attacht to 
the bottom of the recto-vesical pouch of the peritoneum.” (Ap- 
plied Surgical Anatomy. Woolsey, page 359.) 

(8rd) “The anterior wall of the rectum can be separated by 
blunt dissestion from the prostate gland and reflected toward the 
sacrum.” (Saunder’s Medical Hand Atlas, Operative Surgery. 
Page 376. Zuckerkandl.) 

Recalling the fact that the recto-vesical pouch is the most 
dependent point of the peritoneal sac, that it extends to within 
an inch of the prostate and is within from 21% to 3 inches of the 
anus, and the further fact that the anterior rectal wall is con- 
nected by loose cellular tissue (prolongation of the subperitoneal 
cornective tissue) to the prostate and floor of the bladder, it will 
surprise me very much if someone has not urged this as the best 
route by means of which to secure dependent drainage of the 
peritoneal sac in men. 


A few months ago a little negro boy was referred to my ser- 
vice at the Virginia Hospital from one of the adjacent counties. 
He had all the evidences of a large pus collection in the right 
iliac region, a sequence of an acute appendicitis of ten days’ or 
two weeks’ duration. In my absence the abdomen was opened, 
and, as was anticipated, found a great pus-cavity extending well 
into the pelvis. The precarious condition of the child contra- 
indicated a prolonged operation. As far as practicable the pus 
was evacuated, the wound left open and free drainage essayed 
with gauze and a large glass drainage tube passt well into 
the pelvis. On my return the next day the child was practically 
moribund, and this in spite of free drainage by the gauze and per- 
sistent emptying of the glass tube by suction syringe. A rectal 
examination disclosing a bulging mass which brought the an- 
terior rectal wall in contact with the posterior, a trocar was 
passt, per rectum, into the mass and a quart or more of pus 
was evacuated. In a few hours the child died. I then put him 
across the bed in the lithotomy position, made a curved incision 
in front of the rectum, cut thru skin and perineal fascia and 
muscles, and then with the forefinger of my left hand in the 
rectum from the urethra and vesical floor and with ease carried 
my finger into the peritoneal cavity. I found that I could separ- 


ate the rectal wall and push it backward just as easily as one ° 


can separate the bladder from the anterior surface of the uterus. 

A few weeks ago a negro man was admitted to the Virginia 
Hospital with a large mass in the right iliac region. The trouble 
had continued for ten days or more, and was clearly appendicial 
in origin. An incision disclosed an abscess cavity adherent to 
the anterior abdominal wall. A pint or more of pus was evacu- 


ated. The peritoneal cavity was not opened. The abscess cav- 


*Dr. Frances I. Kirby in a paper read before the North Caro- 
lina Medical Society, 1902. ns 
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ity was gently irrigated, the wound left open and a drainage tube 
and gauze introduced. The following day evidences of general 
infection were markt. On opening the abdomen, the pelvic cav- 
ity was found filled to the brim with pus and suppurative peri- 
tonitis of the “green type” was advanced. The pus was evacua- 
ted, the intestines removed from the abdomen and subjected to 
prolonged irrigation. The intestines were then replaced, the 
patient put in the lithotomy position, a gloved left index finger 
inserted into the rectum, the perineal incision made and the rec- 
tum separated by simply pushing the finger in the perineal 
wound up to the recto-vesical pouch—blunt dissection with finger. 
The finger in the rectum was now removed and ungloved, the 
left hand was introduced into the pelvis thru the abdominal in- 
cision, the cul-de-sac depresst and punctured with sharp-pointed 
scissors from below. This whole procedure can be accomplisht 
in five minutes and prolongs the operation only a few moments. 
A large glass drainage tube was easily passt into the recto-vesi- 
cal pouch thru the peritoneal incision. A strong silk ligature was 
attacht to the end of the tube in the cavity and brought out of 
the abdominal incision. Over this ligature another tube was 
passt and the ends of the two tubes were brought in contact iu 
the pelvis. The end of the silk was clampt with a pair of for- 
ceps. By means of an irrigator the pelvis could be forcibly flusht 
out thru these tubes. The head of the bed was elevated. 

An unfortunate mistake was made by someone in changing 
the abdominal wound-dressing. The forceps clamping the silk 
ligature which held the tube in the perineal incision were re- 
moved and the next morning the tube was found out. I have no 
idea that this accident had anything to do with the death of 
this patient, which occurred in thirty-six hours. It was a forlorn 
fight from the first. The tube was promptly replaced, and it was 
found that quite free drainage continued to come thru the per- 
ineal section even while the tube was out. 

My failure to save this life—in fact, should I fail in several 
such attempts—would not shake my confidence in a treatment 
which is easy to secure, and which has sound surgical principles 
to commend it, and which is intended to supplement and not sup- 
plant the usual treatment in such cases. My experience (limited, 
it is true) prompts the conviction that when dependent pelvic 
and abdominal drainage is needed, it has decided advantages -over 
any plan with which I am familiar. One has to try it to realize 
how easy it is to accomplish the dissection. With the peritoneal 
cavity opened and assisted by one hand in the pelvis above, this 
procedure is as easy to accomplish as opening the Douglas cul- 
de-sac thru the vagina. With the recto-vesical pouch distended 
and depresst by intra-pelvic effusion, pushing the pouch down 
against the rectum, I believe drainage can be effected without 
opening the abdomen above and in some cases may tide the 
patient over a crisis just as is done when we incise and drain 
per vaginam in pelvic infections. If the recto-vesical pouch is 
not distended, I doubt if it will be an easy matter to puncture 
it-its loose attachment will probably result in the peritoneum 
being pusht inward by the finger or scissors. 

I have not thought it necessary to take this precaution, but 
if greater protection to the urethra is thought essential, it can be 
secured by passing a sound into the bladder. A more probable 
accident, I think, would be a rupture of the rectal wall, but this 
would be very improbable, because of the loose attachment and 
the added safeguard of a finger as a guide in the rectum. 

My colleague, Dr. J. W. Henson, has kindly made the dissec- 
tion called for in this method on the cadaver, and with myself 
is equally surprised at the ease with which this simple and ef- 
fective drain route can be secured. No added shock should at- 
tend this dissection; there are no blood-vessels to sever; and the 
seminal visicles are not injured by the blunt dissection. To se- 
cure the same end by dissecting thru the ischio-rectal fossa the 
blunt dissection cannot be as easily accomplisht, and the path is 
rich in its blood supply. 


TREATMENT OF SUPERFICIAL CANCER BY THE X-RAY.* 


BY WILLIAM ALLEN PUSEY, A. M., M. D., CHICAGO, ILL. 
Professor of Dermatology in the College of Medicine of the University of Illinois. 


The most interesting development of the last year in the use 
of X-rays has been in the treatment of cutaneous carcinoma. 
There were reports of favorable results previously, but the ac- 
cumulation of evidence in favor of the treatment by X-rays has 
taken place within the last year. The results are not in all cases 
cures, but in all cases thus far reported there is unmistakable evi- 


*Report presented to Tri-State Medical Society of Iowa, Illinois and Missouri. 


dence of the beneficial influence of the rays. Rodent ulcer of the 
nose has -been apparently cured (Stenbeck; Everett Smith—each 
one case). Three. cases of epithelioma of the nose have been en- 
tirely cured (Johnson and Merrell). Twelve cases treated by Se- 
queira at the London Hospital gave 3 perfect results—the other 
nine improving and still under treatment. 


CASE-REPORT. 


I have one case worthy of report: Mrs. C., age 68, with the 
following history: About twenty years ago a wart appeared in 
the right supraclavicular space and gradually increast in size. 
Three years after its appearance the surface broke down and an 
ulcer developt, which, after two years’ duration, was excised by 
a well-known Chicago surgeon. The disease recurred in the upper 
angle of the scar and enlarged until 1894, when she came to St. 
Luke’s Hospital. It was then the most extensive epithelioma I 
have ever seen, covered almost the entire upper third of the back 
and extending over the right shoulder to the clavicle. During 
1894-5 she was in St. Luke’s Hospital, in the services of Drs. John 
E. Owen and L. lL. McArthur, where vigorous attempts were 
made to extirpate the diseased tissue. A large part of the tumor 
was destroyed and extensive grafts were made, so that the dis- 
eased area over the back was converted into scar tissue, which 
has remained healthy until the present. The area over the right 
shoulder, from the spine of the scapula behind, to a point below 
the clavicle in front, an area covering the entire upper surface of 
the shoulder, was not cured. From that time until this winter 
she has been more or less constantly an out-patient at St. Luke’s 
and for two years past it has not been thought feasible to make 
any further attempt at extirpation of the growth. The extent of 
the growth, at the time she presented herself for treatment with 
X-rays was such that the disease involved the greater part of the 
area over the right shoulder. The largest lesion was situated at 
the juncture of the neck and shoulder, and consisted of three con- 
fluent ulcers, forming in all an ulcer with a diameter of about 
three inches. This was a typical epitheliomatous ulcer with ele- 
vated, rolled, hard, pearly borders. In addition, there were per- 
haps twenty other epitheliomatous ulcers, varying in size from a 
finger-nail to a small pea, located around and posterior to the 
large ulcer. Extending down over the front of the shoulder was 
a triangular space with the apex below the clavicle, which con- 
tained numerous small epitheliomas. Some of these were ulcerat- 
ing, but most of them were intact nodules. All of the tissue of 
the affected area was inflamed and indurated. There was no evi- 
dence of involvement of contiguous glands or of the underlying 
tissue. There was free discharge from the ulcers and for many 
years the patient had suffered severe pain. The tissue removed 
for microscopic examination presents the typical histological pic- 
ture of superficial epithelioma. The tissue has also been exam- 
ined for blastomycetes, which were absent. A section made seve 
years ago also shows characteristic epithelioma. 7 

The patient was put under exposures to X-rays on Jan. 15, 
1901, and had almost daily sittings until February 14, eighteen in 
all. Within a week the discharge from the ulcers almost entirely 
ceast, and the patient volunteered the statement that her shoul- 
der was free from pain and that she was able to sleep comforta- 
bly for the first time in many years. Since this first week there 
has been practically no discharge from the ulcers, and almost no 
recurrence of pain. The disappearance of the discharge was the 
more interesting because before the patient came under treatment 
with X-rays she had been a regular attendant at St. Luke’s Hospi- 
tal out-patient department, where her shoulder had been dresst 
as often as necessary. On February 4 the ulcers were decreasing 
rapidly in size, and, what was more significant, the rolled edges 
were shrinking. On that date, the patient was hurt by a fall 
and was not able to appear for further exposures until March 13. 
In the interval she was in the Charity Hospital, where, at my 
request, the physicians kindly saw that no change in the local 
treatment was made from my application of boric acid vaséline. 
She returned for treatment on March 13, and from March 13 to 
May 4 she had twenty sittings, varying from daily sittings to 
sittings at intervals of from four to five days. By April 5, the 
evidences of epithelioma were limited to a small ulcer not larger 
than a little finger-nail at the site of the previous large ulcer, and 
to two rows of very characteristic nodules in the supraclavicular 
space. Up to this time the exposures had always been made so 
that the greatest intensity of light fell on the shoulder, and the 


lesions over the clavicle, therefore, had received less of the rays. 


After April 5 the upper surface of the shoulder, which had been 
getting exposures of fifteen minutes, was given exposures of five 
minutes, and the lesions over the clavicle were given direct ex- 
posures of fifteen minutes. Within five days after beginning 
these exposures over the nodules in the supraclavicular space a 
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very remarkable change was noticed in them. They began to 
shrink and to disappear rapidly. By April 16, that is, after ten 
direct exposures of fifteen minutes each, these nodules had en- 
tirely disappeared! They were absorbed and disappeared, leaving 
no trace of their existence, without dermatitis or any breaking- 
down occurring. Sittings were discontinued on April 16, as the 
shoulder showed slight dermatitis. By April 29 this irritation had 
entirely disappeared. Between April 29 and May 8 the small ulcer 
on the upper surface of the shoulder, the last trace of epithelioma, 
entirely healed. Her condition at present, and since May 6, is 
one of perfect health. 

I particularly call attention to the character of the scars. 
They are called scars for lack of a better term, but there is hardly 
any evidence of scar tissue. The skin is smooth and soft without 
contractures and shows practically no trace of the previous ulcers. 
Whether this case is a cure or not time can only determine. There 
is no evidence of epithelioma remaining and as far as can be 
told in the length of time that has elapst, the patient is cured. 


THE PREVENTION OF PELVIC DISEASE BEFORE AND 
DURING PUBERTY.* 


BY W. H. HUMISTON, A. M., M. D., CLEVELAND, OHIO, 


Associate Professor of Gynecology in the Medical Department of Western Reserve 
University; Gynecologist-in-Chief to St. Vincent’s City Hospital. 


The first question in connection with this subject which one 
naturally asks is: “What are the pathologie conditions of the 
uterus and its adnexa whose causative factors may be traced to 
the period leading up to and beyond puberty?’ They may be 
embraced in these: (1) retroversions and retroflexions of the 
uterus; (2) endometritis; (8) metritis; (4) sclerotic and cystic de- 
generation of the ovaries. 

DISPLACEMENTS. 

Goodell has related a number of cases of sudden misplace- 
ments of the uterus caused by the making of a misstep, or by 
jumping from the high, old-fashioned stage coaches when the 
bladder had become, during a long journey, greatly over-dis- 
tended. Many children are loath to give up a moment of their 
time at play to answer the call of nature, and the older ones are 
often compelled by their modesty or by unfortunate circum- 
stances to withhold from urination beyond the measure either of 
comfort or safety. I see in this one of the most frequent causes 
of the backward displacement. ; 

The habit of undue bending over of the body while sitting, 
together with the wearing of corsets, which modifies the direc- 
tion of the intra-abdominal pressure, is another evil universally 
recognized. 


ENDOMETRITIS. 

The mucous membrane lining the cavity of the uterus is 
just as liable to catarrhal processes as are like membranes else- 
where in the body, and more susceptible in fact because of the 
recurring hyperemia attending the menstrual flow. Acute sup- 
pression of the menses caused by sudden chilling of the body 
after prolonged exertion (as one so frequently sees the dancer in 
the interim between waltzes rushing to an open window for a 
breath of air) is a direct factor in the causation of an acute en- 
dometritis. “I caught cold while menstruating” is the too com- 
mon phrase to which we have to listen. 

This leads to the more chronic forms of endometritis—hyper- 
trophic and hyperplastic glandular endometritis—which are quite 
commonly met in the virgin. 

METRITIS. 

This in the young unmarried woman is fortunately less com- 
mon, but there is a condition described by Dr. Mary Putnam 
Jacobi, and termed by her “menstrual subinvolution,” which leads 
to the same pathologic change as does subinvolution following 
parturition. This condition is seen as a sequence of endometritis 
in malpositions of the uterus, and is of such serious character 
that early interference is absolutely necessary to preserve the 


function. 

. - OVARIAN SCLEROSIS. 
In the non-inflammatory, or as I would choose to term it, 
primary sclerosis of the ovary, there must be some active etio- 
logic factor of which we as yet know nothing. I hesitate to 
believe with Osler that the fault lay in the material of which 
the parts are builded—an inheritance—but that the cause lay 
rather in some fault of nutrition in-the child. It does, however, 
occur as a sequence to changes in the uterine structure. 
PREVENTION. 
We must find fault with our Civilization when we learn of 
the care which primitive peoples were wont to exercise over the 


*Abstract of paper read before the Ohio State Medical Society. 
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young girl and the woman. It would seem that what they did 
from purely a religious duty we might be wise enough to at- 
tempt at least to carry out for the benefit of our state. It is said 
that among some of these early peoples it was a time of greatest 
moment when the young girl approacht her first menstrual per- 
iod, and most carefully was she protected and guided. They 
had especially designed huts where the girls were obliged to re- 
main during each period in enforced idleness—not even being 
allowed to stand erect—their huts being too low to permit it. The 
Mosaic law compelled such an enforced retirement. 

What a contrast to the almost total disregard which we to- 
day practice toward our children! Engelmann says that “func- 
tional disturbances are least in the first years of pubertal devel- 
opment in the high school, increasing with each year, increasing 
in the normal school and college, increasing with intensity and 
seriousness of work.” He refers to the New England woman as 
“supposedly more perfect than in any other section, intellectually 
above the average, but with a physique below par, with greatly 
reduced reproductive powers—all due to the forcing of study at 
the age of development.” 

Dress reform is spreading widely and rapidly; more atten- 
tion is being given to the proper diet of the young; physical train- 
ing forms a part of the curriculum of the public and private 
schools, but there is a tremendous waste of vital energy in the 
ever-increasing force toward mental acquirements—energy neces- 
sary to proper physical development, energy requisite for normal 
functional life—a waste which it is our province to arrest. 

“An ounce of mother is worth a pound of doctor,” but the 
burden of responsibility should rightly rest upon the physician, 
whose care it should be that the mother understand the require- 
ments of the developing girl, and appreciate the necessity of 
proper methods for equably distributing, during the years of 
growth and early maturity, the force which will round out her 
mental, physical and functional qualities. 


APPENDICITIS.* 
BY B. MERRILL, RICKETTS, Pu. B., M. D., CINCINNATI, OHIO, 


Among the early operations for this disease may be men- 
tioned the case of W. W. Grant, in which he ligated the appendix 
on January 4th, 1885; T. S. K. Morton’s removal of the appendix, 
February 2ist, 1887; C. B. Stemen’s case of appendecictomy, 
April 22nd, 1887; T. S. K. Morton’s second case April 23rd, 1887; 
H. B. Sand’s case, December 30th, 1887; Chas. MeBurney’s on 
May 28rd, 1888, and J. B. Murphy’s on March 3rd, 1889. 

The removal of the appendix was designed and accomplisht 
in five of the seven cases reported from January 4th, 1885, to 
March 8rd, 1889, with recovery of all; and the two in which the 
appendix was not removed also lived. Dr. Morton is given the 
credit of having first removed the appendix. 

A case of a cow-boy has been reported in which the patient 
o— opened an appendicular abscess with a dagger, recovery 
ensuing. 

Appendicial surgery is given credit for having greatly in- 
fluenced and given encouragement to surgeons to operate for 
typhoid perforation, which has now become an establisht surgical 
procedure. 

Removal of the appendix thru a lumbar incision can never 
become ideal, tho often done. 

Four classifications of pus may be given depending upon the 
location: 

1. Intra-appendicular; 

2. Peri-appendicular; 

8. General peritoneal; 

4. Retrocecal. 

These are given in the order of their supposed frequency. 

Drainage in the first is not to be considered; removal of the 
appendix and closure of the belly-wall being all that is neces- 

The second is more complicated and diversified in character. 
It is highly probable that the cases of this class requiring drain- 
age are limited to those in which there is a perforation of the 
gut or the appendix itself, or both, especially the former, and the 
latter, too, if not removed when perforated. 

There are a certain number of cases of rupture of the ap- 
pendix in which closure without drainage would be appropriate. 
This is possibly true of direct perforation into the intestinal 
cavity as well. 

The third class (general) may be the result of any of the 
other three types, with or without perforation; usually perfora- 
tion of the appendix, or gut, or both, is present. 


“Abstract of paper read before Ohio Staté Pediatric Society, Toledo. ° 
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It is this class of cases which frequently terminates fatally. 
Seventy per cent of the author’s deaths are in this class of cases. 
While the inflammatory process may be general, the pus may 
be either localized or general. 

The fourth class includes all retroperitoneal abscesses, and 
is less frequent than any of the three preceding types. 

There may or may not be perforation of the cecum or ap- 
pendix, or both. 

Rupture of abscess may be into the gut, the general perl- 
toneal cavity, the pleural cavity, the lung or all; or it may rup- 
ture externally at almost any part of the body, from the shoulder 
to the knee, or into the vagina or rectum. 

This is the most difficult to drain. Pus is usually very of- 
fensive, and must be subject to constant drainage. Fully 30 per 
cent of the writer’s deaths in appendecictomis have, in this class, 
no doubt been due to imperfect drainage. 

A more perfect system of drainage in this class is desired. 
The so-called flank-drainage appears ideal, but as yet no perfect 
method has been inaugurated—one that will give perfect and last- 
ing drainage, things which are absolutely necessary for a suc- 
cessful termination of such cases. ; 

Drainage-tubes, gauze and the various substances for drain- 
age should be discontinued in a great majority of pus-cases, if 
not in all. They are foreign bodies, and are known to be more or 
less objectionable. 

Phagocytosis is the probable ground on which to base any 
hope for the discontinuance of the use of tubes, gauze and the 
various substances so frequently used. If this theory is correct 
(and the evidence is rapidly accumulating to substantiate its being 
so), the fact should become more generally known, and the meth- 
od of. its application better understood. Pus in all cases should 
not be subjected to phagocytes, neither should pus in all cases 
be removed by drainage. 

If opening the abdominal cavity, together with removal of 
fluid and immediate closure of that abdominal cavity in tubercu- 
lar peritonitis is all that is necessary to cure it, why shouldn’t 
the peritoneum (being nothing more or less than a lymphatic 
gland) be able to absorb and destroy bacteria, as suggested by 
Metchnikoff. Certain it is that to phagocytosis must we look for 
a more rational method of dealing with certain types of pus 
within the peritoneal cavity. 

Byron Robinson, who is frequently quoted, believes that fluids 
enter the interstitial spaces (and secondarily the blood vessels); 
that the chief factors are osmosis, filtration, stomata and inhibi- 
tion; and that the lymphatic channels are the real drains or de- 
pletors of the interstitial spaces—the sewers. 


THE USE AND ABUSE OF PESSARIES. 
BY J. W. NIEWIG, M. D., OWENSVILLE, MO. 


While much has been said and written upon this subject, 
it has not been by any means exhausted. The application of dif- 
ferent kinds of pessaries has been so varied and the results have 
been so even more varied that gynecologists have lately been di- 
vided into two classes: In the one are to be found men (and of 
all rank) who advocate the use of mechanical support in almost 
all malpositions of the uterus; while on the other hand are men 
of equal prominence who deprecate the use of pessaries in any 
malposition. 

In order to introduce a pessary successfully the manipulator 
must possess some mechanical skill. He must thoroly under- 
stand the principles on which a pessary is constructed as well as 
the mechanics of the proper correction of the displacement it 
is presumed to rectify; and must be perfectly acquainted with 
the anatomy of the parts involved. A point of importance, al- 
ways to be borne in mind, is that the posterior bar of a pessary 
is not intended to hold the uterus in place by direct pressure on 
the body, but by tension on the posterior vaginal wall—thus car- 
tying the cervix backward while the fundus is tilted forward; 
in other words: the pessary “takes up the slack” in the vagina. 

The size of the pessary must therefore depend upon the size 
of the vagina rather than the size or position of the uterus; and 
must be changed to conform to changes in the vagina, provided 
such occur. By the use of certain topical remedies the vagina, 
after a sufficient time has elapst, will gradually regain its nat- 
ural size, provided there is not too great a laceration of tissue. 
A much smaller pessary is therefore often needed near the end 
of treatment than was the case at the first introduction. The 
size of the uterus, too, plays an important part in the selection 
of the size of the pessary: if the uterus is subinvoluted or hyper- 
trophied it will require a larger pessary than when it is of nor- 


mal size because the greater weight makes a greater demand on 
the vaginal walls. : 

The shape of the pessary must conform to the length of the 
cervix. If the cervix is short the pessary should be almost 
straight. Here again constant changes may be necessary. For 
instance: When there is a long, everted cervix—as often found in 
cervical endometritis—a sharply-curved pessary is at first re- 
quired; but as the engorgement and swelling yield to treatment 
the shape of the pessary must be made to conform to the short- 
ening of the cervix. 

To some these statements might convey the idea that it would 
be necessary to keep a wholesale supply of pessaries; but such is 
not the case. One should select an “all-round” suitable pessary 
—not too light and yet not too heavy; for general use the Albert 
Smith pessary being preferable. (The name of a pessary does 
not carry with it any of the virtues of the inventor.) Having a 
supply of these instruments the only thing which remains is to 
get the proper size and shape. This can best be done thru a 
bivalve speculum. A sponge on a holder is passt to the upper, 
posterior part of the vagina and the index finger applied to a 
point on the handle at a point opposite the junction of the ure- 
thra with the bladder; this represents the length. The width 
can be obtained with a pair of long dressing-forceps or dilator. 

The proper size having been found the shape can be made to 
suit the particular individual by placing the hard-rubber pessary 
in very warm water; after a minute or two it can readily be 
moulded into any desired shape, which it will retain when cooled. 

If the physician has limited mechanical ability, and does not 
feel able to carry out this procedure, a pessary made of whale- 
bone covered with fine wire, and finally with soft rubber, may be 
employed. This can be easily moulded into any shape and from 
time to time made to conform with changes in the implicated 
structures. But after the parts have resumed their normal con- 
dition a permanent hard-rubber pessary must be substituted, 
using the whale-bone one as a model. 3 

A pessary when first introduced should not be left in situ 
for any great length of time without examination to determine 
its behavior. Much damage can be done by introducing a per- 
fectly adapted pessary and leaving it for months after it has 
caused changes which demand an entirely different size and 
shape, perhaps. Very often pessaries have been left in the va- 
gina for months or even years without examination as to be- 
havior—sometimes with calamitous results to the patient. It has 
never been my experience to remove pessaries imbedded in the 
tissues, as they are usually found if left alone for many years; 
but I have more than once removed pessaries introduced by gen- 
eral practitioners who did not insist on subsequent examinations, 
and found that the cervix had been lying for months at the side 
of the pessary instead of between the bars! But, strange to say, 
some patients experienced some relief from even such an ill-fitted 
support. But this pernicious and apparently negligent use of 
the pessary cannot always be ascribed to the fault of the manip- 
ulator—it often happens that a pessary gives such complete re- 
lief that the woman fails to return for further observation, not- 
withstanding instructions of her physician to return at stated 
periods. Also, a pessary may be accurately adjusted and be- 
come displaced by maneuvers of the woman or some second par- 
ty; as in sexual intercourse. 


To the use of many ill-fitted pessaries and to undue atten- 
tion given to proper ones after their introduction may be as- 
cribed a great deal of the condemnation of pessaries in toto by 
some gynecologists; others have discarded them because they 
have been seized with the furor to operate; and still others fail 
to use them in perfectly proper cases because they have become 
disgusted at failure in cases which properly belong to the oper- 
ative class. To discriminate between the operative cases and 
those needing purely mechanical treatment is the province of 
the family doctor; if he is unable to do this he is not doing jus- 
tice to his patients. If he is in doubt and desires to refer the 
patient to a specialist in diseases of women, he should select one 
not wedded to surgical measures; and especially not to an en- 
thusiastic advocate of the Alexander operation—for as a rule 
it may be said that a patient who is really a fit subject for the 
Alexander operation, i. e., a patient with retrodisplacement with- 
out adhesions, can be entirely relieved by a proper pessary. 


Likewise to advise or perform hysterorrhapy or ventro-fixa- 
tion in cases which can be remedied by mechanical support is 
derogatory to the name of Surgery! It should be reserved for 
only that limited number of cases curable in no other way—to 
produce one deformity to get rid of another is not in accord 
with the highest principles of surgery. 
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‘MEDICAL AND SURGICAL EPIGRAMS. 


BY LUCIEN LOFTON, A. B., Pu.G., M. D., BELFIELD-EMPORIA, VA., 
Ex-President of the Seaboard Medical Association of Virginia and 
North Carolina. 


The reason why there are so many poor men in the medical 
profession is because we give more time to the science of medi- 
cine than the science of collections. 

There used to be such an individual as a “family”? doctor, 
but nowadays folk use a physician as they do a borrowed um- 
brella. 

Always be busy when an oily-tongued fellow approaches you; 
if you don’t he will be, and nearly always to your detriment. 

Ethics say “don’t blow your own horn.” But he who blow- 
eth not his own horn, the same will not be blown. 

Speaking about ethics reminds me of the fact that if you 
give an inch the other fellow will take an ell. 

There is much sweet consolation in talking over a case with 
a confrere when he fully agrees with you, but never looks you 
squarely in the face. Watch! You will get it where the bear 
wears his belt, sooner or later, at his hands. 

The duty of a consultant is to tell the truth as he sees it. 
If you concur, do it honestly. Don’t lose your patient for the 
sake of keeping a doctor’s friendship. 

A man who will charge less than five dollars for a consul- 
tation is too cheap to keep company with. 

Some of the biggest (?) doctors in the country are the fel- 
lews who subscribe to one of the weekly almanacs. 

It doesn’t exalt a fellow in my estimation to see his medical 
books covered with dust and cob-webs. 

A man who will not subscribe to some of the high-class med- 
ical journals, of which there are many, is too stingy to feed the 
horse which drags him to his dollars. 

Business managers of the daily newspapers are wholly re- 
sponsible for 95 per cent of quackery that exists. Let them re- 
fuse to sell quacks space and note results. 

The unnatural laws of medicine and surgery have been prac- 
tist long enough. Let the pendulum swing back a little and 
start afresh. ( 

The ancient method of bleeding is still in vogue—in and out 
of the profession. 

The further a doctor sends his patients away, the more he 
is thought of by them. Why? 

The man who lacks the moral courage to buy surgical instru- 
ments with which to do his work, is the man who will never 
make a surgeon. 

Better is the surgeon who saves a finger than he who ampu- 
tates a leg. 

There has always been a big stink raised about iodoform, 
but without it a mightier stink may oft prevail. 

The vermiform appendix is a very much abused organ 
and yet “Dr. Epsoms” says he “knocks ’em out” for five cents. 
Too cheap to be safe every time! 

A great many displeased delinquents remind me strongly of 
‘a case of “wind colic.” The only relief they get is in growling. 

How deliciously happy would the world be if it knew it did 
not possess a liver! 

I would rather undertake to cure ten cases of syphilis than 
one case of hypertrophic rhinitis. 

The maximum punishment that one can inflict on a “Rectal 
specialist” is to consult him for an ingrowing nail. They can’t 
connect! 

The man who is not in love with his profession will never be 
loved by the profession. 

Rank poison is far preferable in surgery or medicine than 
rank ignorance. 

Every medical institution of learning should establish a chair 
devoted exclusively to the art of collecting. 

A doctor should be a success every day of his life. Energy, 
ambition and applicability is the tripod upon which every one 
should firmly stand. 


A miserable mistake is never a pardonable mistake. 
One can’t always be right, but one can always be sincere. 


APPENDICITIS COMPLICATING PREGNANCY, WITH RE- 
PORT OF CASE; REMOVAL OF GANGRENOUS APPEN- 
DIX AT THREE AND ONE-HALF MONTHS, 

DELIVERY AT TERM.* 


BY FRANCIS D. DONOGHUE, M. D., BOSTON, MASS., 
Instructor in Clinical Surgery, Tufts College Medical School, Boston. 


The treatment of a pregnant woman suffering from an at- 
tack of any acute disease is full of care and responsibility, more 
especially because of the fact that temperatures over 104 degrees 
F. invariably prove fatal to the child in utero, while suppurative 
a with much lower temperatures may lead to fetal 

eath. 

There seems to be no reason why appendicitis should not 
frequently complicate pregnancy, because the ages of eighteen 
to forty cover most of the child-bearing period, as well as being 
the ages during which 75 per cent of uncomplicated cases of ap- 
pendicitis occur. Another important reason arises from the 
fact that continued and obstinate constipation usually accom- 
panies pregnancy, and we have in addition mechanical disturb- 
ances resulting from the rapidly growing uterus, with conges- 
tion of all the pelvic blood vessels. 

The case I have to report affords an opportunity of going 
over a few important points in the diagnosis and treatment of 
appendicitis complicating pregnancy. The happy results to both 
mother and child in this case is directly attributable to the early 
recognition of danger signals followed by prompt action. The 
case is as follows: 

Mrs. L. W., age thirty-six, married three years. In October, 
1900, gave birth to a son; labor tedious, but aside from this there 
was nothing abnormal noted about the pregnancy or the puer- 
perium. She became pregnant again in May, 1901. On Aug. 9, 
1901, about 11 p. m., she was seized with a severe pain in epi- 
gastrium, accompanied by nausea and vomiting; the bowels were 
and had been constipated; symptoms continuing thru the night. 
Dr. H. W. Dudley of Abington was called on the morning of the 
10th, and found patient with a temperature of 100 degrees, pulse 
90. Pain was unremittent, and vomiting continued. There was 
markt rigidity of the abdominal muscles, especially on the right 
side, and the pain worse at first in the epigastrium, has localized 
at McBurney’s point. Hot fomentations were applied, and the 
same afternoon I saw her in consultation with Drs. Dudley, 
Wheatley of North Abington and Osgood of Rockland, the two 
latter afterwards assisting at the operation. At 5 p. m., when 
I saw her for the first time, the pain of which she had been 
complaining had in great measure ceast, and there had been no 
nausea for some hours. Temperature was 100.5 degrees, pulse 
110. Rigidity of abdominal muscles was very markt, especially 
of the right rectus, and even moderate pressure over location of 
the appendix gave rise to pain. Believing that the cessation of 
pain without amelioration of local signs was not a favorable 
symptom, and not willing to temporize on account of the exist- 
ing pregnancy, operation was advised. 

The usual preparations for an operation in a private house 
were made. Under ether a two-inch incision, afterwards en- 
larged to three, was made thru the outer border of the right rec- 
tus muscle. Upon opening the peritoneum the appendix was 
found directly under the incision; it was dark colored, full of 
concretions, surrounded by purulent serum which was partially 
walled off by fresh adhesions of the omentum. Cloudy serum 
also welled up from the direction of the pelvis. This was care- 
fully sponged out. The appendix was removed in the usual 
way, one strip of gauze packing was passt down to the stump 
and another strip down to drain the pelvis. Incision was closed 
by thru-and-thru sutures of silkworm-gut, except for about an 
inch at lower angle of incision, thru which the gauze drains were 
brought out. From the time of operation until the gauze was 
removed, four days later, there was nothing out of the ordinary 
to report. After the packing was removed the patient had two 
or three attacks of syncope which seemed quite threatening, ac- 
companied by regular rythmical pains, threatening abortion, but 
the pain was easily controlled by morphine sulphate subcutane 
ously, and the syncope was treated by alcoholic stimulation. Re- 
covery from this point was uneventful, and the patient was up 
in three weeks, the abdominal incision being entirely closed. 
Pregnancy continued until Feb. 26, 1902, when patient ‘was deliv- 
ered of an eight-pound daughter. 

Labor was easy. There was no pain or bulging in cicatrix 


*Read by invitation before the Obstetrical Society of Boston, April 16, 1902, 


1 
8 
r 
D 
C 
0 
tl 


— 
. 
4 
ay 
q 
q 
<2 
| 
| 
| 
| 
q | 
| 
i | 
q 
| 
of | 
4 
pas 
Be 
be 
in 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 87 


from operation. In fact, there has been at no time during the 
pregnancy or puerperium any bulging of the scar. 

The report upon the specimens by Dr. Timothy Leary of 
Tufts College Medical School is as follows: 

Received in Zenker’s fluid a greatly swollen appendix which 
had been fixt in gross. The organ measures about 8 cm. long 
and 1.5 cm. in its greatest diameter, measured at about the mid- 
point of its length. There is a large fat mesentery running to 
the tip. The color picture is destroyed, owing to staining with 
Zenker’s fluid. On section the wall of appendix is thinned, and 
the cavity greatly dilated and filled with soft solid material. 
Tissue for section taken from along mesenteric attachment at 
point of greatest swelling. Examination shows mucosa eroded 
in good part, but showing no evidences of active ulceration, nor 
indeed much leucocytie invasion. The wall, including sub-mucosa 
and muscle layers, is deeply infiltrated with polynuclear cells, 
which in the muscle lie in rows between the bundles of muscle 
fibres. The portion of mesentery attacht to specimen shows simi- 
lar purulent infiltration, and there is a collection of pus-cells along 
peritoneal surface. Sections stained by Gram’s method show no 
organism, but considerable fibrin in delicate fibrillae along peri- 
toneal surface. (The failure to obtain positive results by this 
method may have been due to the long fixation of specimen in 
Zenker’s fluid.) The portion of appendix examined shows dif- 
fuse interstitial purulent appendicitis and peri-appendicitis. Fresh 
examination of mucosa would probably have shown ulceration at 
some point. 

In 1890 Hirst read to the Obstetrical Society of Philadelphia 
a paper on symptoms during pregnancy simulating appendicitis. 
Mixter, in 1891, reported a case of operation on an appendiceal 
abscess following premature delivery of a dead child at seven 
months. Munde, in 1894, reported the case of premature deliv- 
ery of a dead child induced by acute appendic.\‘», with remarks 
on appendicitis in women. These cases served io call the atten- 
tion of the profession to the occurrence, not only of appendicitis 
in women, but to its danger as a complication of pregnancy. 
The number of cases reported since that time have been so few 
as to give the idea that the disease must be a very unusual 
complication of this condition, while the mortalities, both fetal 
and maternal, in reported cases, are so high that it appears to 
be the most fatal extra-uterine complication of pregnancy with 
which we have to deal. The maternal mortality in this condition 
is given by Bouillier (twenty-two cases) as 30.4 per cent. Abra- 
hams (fifteen cases) gives 46 per cent, and Hlawacek (thirteen 
cases) 85 per cent; and the fetal mortalities varies from 49 per 
cent to 90 per cent. These mortalities are in cases operated 
upon previous to 1898. A few cases reported since that date show 
better results, due principally to early operative treatment. Many 
explanations for the high mortality in these cases as compared 
with appendicitis in general have been given, based mostly upon 
the relation which necessarily exists between the pregnant uterus 
and the appendix. 

Clado, who has especially studied the anatomy of this region, 
in describing the relations and course of the appendicular lym- 
phatics, proves an intimate relation existing between the appen- 
dicular lymphatics and those of the broad ligament. These lym- 
phatics are transmitted by a peritoneal fold name~ Sy Clado, the 
appendiculo-ovarian ligament. This is a fold .* peritoneum 
which is prolonged outward from the infundibulo-pe. vic ligament 
to the meso-appendix, and in some cases, according to Lockwood, 
even to the cecum and mesentery. Dr. Dwight (personal com- 
munication), in a description of the peritoneum, notes this as “a 
secondary fold of peritoneum sometimes seen springing from the 
base of the meso-appendix and connecting with the broad liga- 
ment. It is said to contain a lymphatic gland which we have 
rarely seen.” In an examination of twenty-four female cada- 
vers which I had the opportunity of making through the kind- 
ness of Dr. Dwight of the Harvard Medical School and Dr. 
Charles P. Thayer of Tufts Medical School, I was able to dem- 
onstrate without difficulty the presence of this fold in eighteen 
cases, while in the remainder demonstration without drawing on 
the imagination was somewhat difficult. 


That this is important in cases of inflammation in and 
around the appendix, there can be no question. Lockwood re- 
Ports a case in which the broad ligament was inflamed and 
swollen during an attack of appendicitis, and Clado also de- 
scribes two cases in which he saw infection pass from the appen- 
dicular lymphatics to the utero-ovarian. It seems, however, that 
the importance of this lymphatic connection can be easily exag- 
gerated, as the cases of utero-ovarian-lymphatic infection must 
be very much less common than the involvement of the glands 
lying along the inner side of the right colon behind the ascend- 
ing mesocolon, 


The diagnosis of appendicitis complicating pregnancy should 
ordinarily be easy, not differing materially from an uncomplicated 
ease. The most important diagnostic signs are localizing pain, 
muscular rigidity, and the elevation of pulse or temperature. 

Vomiting of pregnancy gives rise to pain localized at the 
diaphragmatic attachments, while acceleration of the pulse and 
elevation of the temperature are exceptional. : 

An extra-uterine pregnancy, situated on the right side, might 
be confounded with appendicitis, as might a small ovarian cyst, 
with twisted pedicle, but a differential diagnosis is not impor- 
tant. ‘ 

The death of an intra-uterine fetus has given symptoms 
which have led to laparotomy, and this condition as well as the 
possibilities of miscarriages should be considered in making a 
diagnosis. 

Pains supposed to be characteristic of appendicitis in the 
right iliac fossa may be mistaken for the uterine contractions 
such as not rarely occur in primiparae. 

The examination of the blood in suspected cases for a leu- 
cocytosis will give valuable information, especially as “the blood 
is normal during the first six or seven months of uncomplicated 
pregnancy. The occurrence of leucocytosis during this period, 
if associated with local signs in the right iliac fosso, would favor 
the diagnosis of suppuration in this region. During the latter 
months of pregnancy a leucocytosis has been reported by various 
of the old writers, but there are no satisfactory or recent data 
bearing upon this point.” (Dr. R. C. Cabot, personal communi- 
cation.) 

The importance of this fact is shown when we consider that 
in at least 80 per cent of reported cases the acute attack of ap- 
pendicitis has occurred during the first six months of pregnancy. 
The treatment of this condition should be operation as soon as 
diagnosis is made, as the danger not only to mother but to fetus 
increases rapidly with the increase in sepsis. 

Pregnancy adds little, if any, danger to the performance of 
a capital operation (as shown by the many successful ovarioto- 
mies, myomectomies, etc., reported), while almost the slightest 
amount of suppuration will be fatal to the child and may lead 
to a fatal termination for the mother from the extension of sep- 
sis to the uterus. 

In operating I believe thoroly in the rectus incision. It is 
fully as easy to reach the appendix in this way; the incision is 
easy to enlarge without cutting muscle fibre, and in healing there 
is a constant tendency of the rectus fibres to close the opening. 
If this incision is used and properly closed, there will be little 
danger of rupture before, during or after delivery. 

In my review of the literature of the subject it was appar- 
ent that in several cases the uterus emptied as a result of septic 
poisoning from the appendix and then the. contractions of the 
uterus ruptured the appendicular abscess, with fatal result. It 
seems more essential to interfere in the pregnant state than in 
the non-pregnant. If the operation can be done in the first three 
months of prégnancy the chance of miscarriage is less. A woman 
who has had attacks of appendicitis should have the appendix 
removed as a preliminary to marriage. 


A NEW TREATMENT FOR TUBERCULOUS GLANDS OF 
THE NECK WITH MINIMAL SCARRING.* 


BY G. BETTON MASSEY, M. D., PHILADELPHIA, PA. 


The recognition of the tuberculous nature of what were for- 
merly known as “scrofulous” enlargements of the lymphatic 
glands of the neck has opened a new vista in the treatment of 
this affection. The disease should no longer be lookt upon as @ 
constitutional affection, controlled only by general treatment, but 
should be understood as a local implantation of the bacillus tu- 
berculosis in an individual whose inherited type of cell constitu- 
tion is not proof against its implantation. In these particular 
cases, the tuberculous germs doubtless frequently gain entrance 
into the lymphatic vessels of the neck thru an infection atrium 
in the tonsils, and are arrested in the first gland reacht by them. 
there to multiply until the gland is eroded, permitting the next 
one in the chain to be infected, and so on, thruout the chain. 

Bearing this in mind, it is evident that mere constitutional 
treatment of this condition, while both appropriate and valuable 
in strengthening the phagocytic powers of the body cells and 
fluids, is but a sorry method of reaching an intrencht colony al- 
ready in vigorous growth. Moreover, these colonies of germ 
growth are just beneath the skin, and therefore are more access- 
ible than tubercular deposits in the inner organs of the body. 


“Read before the Philadelphia County Medical Society. 
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The removal of the infected glands by the ordinary cutting 
operation has the disadvantage at times of leaving unsightly 
sears, which are seriously objected to by patients for cosmetic 
reasons. When the capsules of the glands are eroded thru, their 
removal is more difficult, and gives rise to a more extensive scar. 

Efforts to cause absorption of these enlargements by the per- 
cutaneous application of electricity, or by percutaneous cataphor- 
esis, have been equally unsuccessful in my hands, and the rea- 
son is evident when we consider that the vital resistance of these 
germs, tho not great, is quite sufficient to resist any agents or 
influences that are transmissible thru an intact skin. When, 
more than a year ago, a physician askt me to treat such a case 
I, therefore, immediately determined to try a modification of my 
cataphoric method used for the destruction of cancer, and, as 
the application of this modified method was an unqualified suc- 
cess in this case und in that of another in which it has since 
been employed, its presentation to the medical profession is now 
made with much confidence in its value. 

The object of the method is the destruction of the bacilli by 
the cataphoric diffusion among them of nascent ooxychloride -of 
mercury, developt in their midst by the electrolysis of metallic 
mercury held in contact with a small gold electrode. A small 
opening is made thru the skin and into the gland by a narrow 
bistoury, under a chloride of ethyl spray, and into the opening 
is thrust a sliver of amalgamated zine to act as an anode, 
not insulated, for a weak galvanic current—one to three mil- 
liamperes, which is turned on gradually and maintained for a 
few minutes to cauterize the tract and keep it patulous for the 
treatment proper. When the tract has received a sufficient im- 
pregnation with the mixt oxchlorides of zinc and mercury thus 
developt to keep it patulous for a few days, the zinc electrode is 
withdrawn and an insulated gold electrode about the calibre of 
a piece of No. 16 wire is inserted, its point having previously 
been amalgamated and made to hold as much mercury as possi- 
ble. This instrument is left bare for a quarter of an inch from 
the point, only, in order that all the current in action shall be 
expended within the gland, the remainder of the instrument be- 
ing insulated with fused hard rubber or fused shellac. From 
two to ten milliamperes, positive, are now turned on and main- 
tained for ten minutes, or until all the mercury has been dissipa- 
ted from the gold surface, after which a piece of absorbent cot 
ton or lint is placed over the opening, topt by piece of plaster, 
and the patient returns at intervals of two or three days for a 
repetition of the application. The endermic application of co- 
caine may be used to deaden the slight pain of these applica- 
tions—a mere drop of a ten per cent solution placed in the open- 
ing being an excellent preliminary to the later applications. 

The purpose of the sinus thus formed is the drainage of the 
products of the dead bacilli and deposited chemicals as well as 
for a direct application to the germ colony. Small doses and the 
gradual method of treatment are adopted to avoid eschars that 
would not readily drain away, the repeated applications acting 
in a cumulative way on the protoplasm, finally destroying all 
pathogenic germs by the combined effects of the direct action of 
the germicide and the indirect action of the aroused trophic 
forces of the surrounding normal cells. 

Observation of the two cases mentioned has caused me to 
believe that the germicidal action is not confined entirely to 
the gland to which the application is made, but that the chemi- 
eals deposited in this situation drain downward to the next 
glands in the chain and favorably influence any infection in 
these glands. 

The final result is the destruction of the tuberculous bacilli, 
without necessarily destroying all the gland tissue not already 
destroyed by the disease, and when the opening is allowed to 
close, the scar left is a mere point and the general health of the 
patient will be found to be improved. The sinus requires no 
special precautions against septic infection while open, by reason 
of the powerfully antiseptic chemicals deposited within and 
about it. 5 

Case. I. Mr. B., a stenographer, was referred to me by Dr. 
E. E. Johnson, of Philadelphia. The family history was good. 
Six months before, a tuberculous gland was removed by means 
of a cutting operation. The wound failed to heal, and Dr. John- 
son cauterized it the following month. When first seen by me 
there was a large scar on the left side of the neck, near which 
a tuberculous gland of large size was located. The patient’s 
color was pale. A small opening was made under chloride of 
ethyl spray; the opening was made patulous by means of the 
zinc-mercury silver as an anode, and subdermic mercuric cata- 
phoresis was applied by means of the insulated gold instrument 
about twice a week, the patient covering the spot between times 


with a bit of adhesive plaster and continuing at his usual occu- 
pation. In all, eleven applications were made in seven weeks, 
when the gland itself seemed to be softened and hollow, surround- 
ed by an area of treatment, induration. The opening was now al- 
lowed to close, subsequent observation showing a progressive 
shrinkage of the induration. This patient was not seen again 
until four months after the cessation of the treatment, when 
the induration had disappeared leaving a minute round scar in 
the skin, and he seemed to be in decidedly more robust health. 
At the present time the scar is extremely slight, and his health 
is declared to be better than for fifteen years. 

Case II. -Miss G., stenographer, applied for treatment in May, 
1899. Her parents are healthy, but there was consumption on 
both sides of her family in the grandparents’ generation, and a 
sister and brother now have pulmonary tuberculosis. Examina- 
tion showed two enlarged glands on the right side of the neck, 
rather alongside of each other than in the same chain. Below 
these glands there was a number of smaller ones. The patient 
complained of some stiffness and pain in the neck when tired, 
and was anemic. The method detailed above was employed nine- 


-teen times to August 22, 1899, when one gland was shrivelled, 


and it was evident that the glands below were smaller. Treat- 
ment was then stopt in the focus of the disease, and she was 
placed under a brief similar treatment for the other gland. 
When but a few applications had been made, the patient noticed 
that she no longer had the stiffness and dull ache in the neck. Her 
general health was immediately improved by the treatment, so 
much so indeed that she ceast attendance before I thought the 
second gland to which I was making applications. had received 
enough of the cataphoric salts. Her weight increast, the men- 
strual pain ceast, and she very shortly gave evidence of the 
blooming health now present. 

On examining the neck, a year and a half after the brief 
treatment described, one finds a small white scar less than an 
eighth of an inch in diameter at the site of the first gland punc- 
tured, and beneath it what is apparently a healthy gland, but 
slightly larger than normal. The other scar is equally indis- 
tinct, and seemed to overlie an equally healthy gland; but proba- 
bly the most interesting fact of all is the shrinkage of the other 
glands of the neck below those treated, these being today but 
remnants of the knobby chain that extended down the neck into 
the supraclavicular region. It is evident that the sterilizing mer- 
curials that were cataphorically diffused into the uppermost gland 
also sterilized those below in the lymphatic channels while flow- 
ing thru them. The importance of this observation in indicat- 
ing one method of actually curing a form of tuberculosis is quite 
evident. 


THE PREVENTION OF PELVIC DISEASE DURING AND 
AFTER LABOR.* 


BY J. F. BALDWIN, A. M., M. D., COLUMBUS, OHIO, 
Surgeon to Grant Hospital. 


The prevention of pelvic disease during and after labor con- 
sists in the avoidance of infection and traumatism. Infection is 
frequently the almost necessary result of traumatism, but trau- 
matism without regard to infection is frequently followed by 
more or less serious pelvic disturbances. 


CLEANLINESS NECESSARY. 


During the course of an otherwise normal delivery, the 
great danger to the mother is from infection carried in from 
without. No modern physician believes in auto-infection, that is, 
in any infection arising from within the pelvis. A chronc dis- 
ease of the appendages may be transformed into an acute in- 
flammatory trouble by the process of delivery, but no pelvic dis- 
ease will be initiated except by infection from without. This in- 
fection may be introduced in a variety of ways. The very latest 
bacteriological investigations have shown conclusively that the 
secretions of the upper part of the vagina are entirely sterile. It 
is not until they reach the introitus that they show evidences of 
contamination. The introduction of the examining finger inevit- 
ably carries some of this infection from the vulva into the va- 
gina and up to the cervix. Copulation has the same effect. Many 
women practice self-examination, and this doubtless accounts for 
certain otherwise obscure cases of puerperal infection in which 
the attending physician after his arrival has exercised all due 
precautions. 

Before the introduction into obstetrical work of antisepsis 
(and later of asepsis), the mortality in lying-in hospitals, where 


*Read before the Ohio State Medical Society. 
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infection was carried from patient to patient, was simply fright- 
ful; but with the recognition in these institutions of the sources 
of danger and the means for their avoidance, the mortality has 
decreast until now a properly managed hospital is the safest 
possible place for a woman to be confined, not only as regards 
mortality, but morbidity. The same is not true, however, in 
private practice. The investigations of Bacon of Chicago, and of 
Boxall in England, show conclusively that in general practice, and 
especially in rural districts, puerperal mortality and morbidity 
are practically no less than before the days of Lister. It is the 
general practitioner, therefore who must improve his methods. 


The use of antepartum douches, as recommended some years 
ago when the vaginal secretions were regarded as infected thru- 
out, is to be unequivocally condemned. These secretions are na- 
ture’s lubricant and should not be unnecessarily interfered with. 
If, however, from his knowledge of the case, the physician sus- 


pects a gonorrheal infection to be present, then not only should 


the douches be used, but the vagina should be scrubbed wut as 
thoroly as before a surgical operation. This cleansing is done not 
only in the interests of the mother, but in the interests of the 
child, for the prevention of gonorrheal ophthalmia. In the ab- 
sence, however, of such known or suspected infection, the spe- 
cial cleansing processes should be limited to the vulva and the 
region about. If this is done, and the practitioner uses the ordi- 
nary surgical precautions as to the cleansing of the hands and 
instruments, puerperal infection will not take place. In giving 
directions as to the cleansing of the hands of the attending phy- 
sician it is entirely useless to advise any such extremes of asep- 
sis as will not be carried out. These precautions must be limited 
to such as are feasible and sensible. I have seen explicit direc- 
tions given requiring at least ten minutes for the scrubbing of 
the hands with soap and hot water, and then three minutes’ con- 
tinuous soaking in a 1 to 1000 bichloride solution; or a similar 
scrubbing of the hands with subsequent treatment with perman- 
ganate of potash and oxalic acid. Such precautions are not gen- 
erally feasible in general practice and will not be carried out. 
however strongly recommended. If the attending physician 
scrubs his hands thoroly with hot water and soap, and if his 
nails are trimmed short and made clean, he has done all that can 
reasonably be expected of him. If, however, he has reason to be- 
lieve that his hands have been infected by recent contact with 
other cases, then the more thoro _ sterilization of the hand and 
arm is essential, or, better still, the use of the rubber glove and 
armlet. For the application of forceps the instrument itself 
should be sterilized by boiling. This, with the careful scrubbing 
of the hands, as above indicated, and the cleansing of the vulva, 
will suffice. The finger-nails of the physician are the main source 
of danger. Many physicians, especially in country practice, are 
obliged, to a considerable extent at least, to care for their own 
horses and to do more or less work about the garden. Such men 
are very apt to have horny hands which in bad weather are 
quite liable to become more or less chappt and fissured. It is 
quite impossible to render such hands absolutely sterile. For 


. such practitioners rubber gloves can not be too highly recom- 


mended. 


While the presentation and position of the child can be de- 
termined under ordinary circumstances and without any special 
difficulty by external palpation, this procedure conveys no in- 
formation as to the condition of the cervix or the progress of 
labor. This latter knowledge may be unimportant in a lying-in 
hospital, where nurses and internes are always within reach, but 
it is of prime importance to the general practitioner, whose du- 
ties require him to look after other cases than the patient in 
labor. He makes a vaginal examination and decides whether he 
must remain or whether he can be at liberty to make other calls 
for an hour or more. At the end of the period which he had 
allowed himself, he returns and another examination enables 
him to determine for the second time whether he can be spared. 
These examinations are essential and to forbid them is simply 
visionary. For these cases, rubber gloves, which can be left in 
an antiseptic solution during the physician’s absence, are a very 
convenience and of great value, tho not absolutely essen- 

al, 


Postpartum douches, like the antepartum, should not be used 
in normal cases. The natural downward flow of the lochial dis- 
charge prevents infection from reaching the uterus, while the 
use of the syringe nozzle, even if just sterilized, may carry in- 
fection from the vulva to the cervix, and even within it. In case, 
however, infection takes place and the lochia becomes offensive, 
then the use of the vaginal douches carefully administered by a 

nurse is to be commended. 


REMOVAL OF MEMBRANES. 


In case of a portion of retained membrane. or placenta be- 
comes infected, or causes hemorrhage, it should be at once re- 
moved. Here, however, the use of the curet has resulted in 
great harm. A blind curretting of the endometrium under these 
circumstances will open up a thousand channels for fresh infec- 
tion while removing the offending body, altho it not infrequently 
happens that the offending bit of tissue itself may in whole or 
in part be misst by the curet. Under sttch circumstances the 
misdirected instrumentation will be followed by a fresh invasion 
of sepsis, with perhaps promptly fatal results.. For the removal 
of such retained tissue no instrument is as sure and safe as the 
sterilized finger of the intelligent physician. It is best to give 
the patient chloroform, -sterilize the vagina by thoro scrubbing, 
sterilize the hands, and then—steadying the uterus from above 
with one hand—introduce the finger and explore the interior. 
The finger will find the offending tissue and will almost invaria- 
bly remove it with ease. In case it is too adherent the curet 
may then be used directly at the spot and without injury to the 
rest of the endometrium. Such removal should then be followed 
by a hot intra-uterine douche, so as to thoroly wash out debris. 
This douching should be done by the physician himself, and once 
is sufficient if the preceding removal has been thoro. 

TRAUMATISMS. 

An overlookt laceration of the perineum, even if the lacera- 
tion be very slight, furnishes a point for puerperal infection. A 
lacerated cervix rests in the sterile region of the vagina, but a 
lacerated perineum is in the region constantly exposed to infec- 
tion. This exposed surface is promptly removed by an immediate 
operation. There is no excuse for a failure to detect this injury, 
since an examination under the eye should be made in every 
case, nor is there any excuse for failure to close the laceration 
immediately, since the materials for so doing are in every house. 
It may be more convenient and look a little more professional for 
a practitioner to have with him silkworm gut, special needles 
and needle forceps, but these are entirely inessential. A small 
darning needle, or a heavy sewing needle, with its temper re- 
moved thru the center by heating so that it can be somewhat 
bent; silk, which can be found in nearly every house, or even 
cotton or linen, hair from the horse’s tail, or even a cow’s tail 
for that matter, all these are everywhere available, can be prompt- 
ly sterilized by boiling, and will answer just as well for all prac- 
tical purposes as anything that can be found. 

Lack of assistants and of suitable light and instruments 
render it undesirable to attempt an immediate operation on a 
lacerated cervix; while the fact that this cervix is in the sterile 
zone and will very likely heal satisfactorily without further at- 
tention, renders its closure of little importance. A laceration, 
however, involving the vagina and perineum belongs to an ep- 
tirely different category, for reasons which I have stated, and 
these lacerations therefore should be repaired either at once or 
within twenty-four hours. 

It will, of course, be useless to cleanse the vulva preceding 
examinations if the sheets and dressings which are to come in 
contact with tne cleansed surfaces are dirty. In most houses 
when labor begins the resources of the ragbag are drawn upon 
for the construction of an absorbent pad to be placed under the 
hips of the parturient. If the rags from these sources are clean 
nothing more can be askt for, but ordinarily their condition is 
the reverse; hence the attendant should insist upon a sufficient 
supply of clean sheets, towels, pillow slips, or something of the 
sort, to secure the necessary protection of the field of delivery 
both during labor itself and during convalescence. 


RUPTURE OF UTERUS. 

Rupture of the’ uterus occurs much less frequently now 
than it did a generation or two ago, when physicians showed 
an almost inexplicable disinclination to assist nature by instru- 
mental intervention. The dangers incident to a prolonged sec- 
ond stage are now quite thoroly recognized and it is seldom that 
a normal uterus ruptures simply as a result of thinning of its 
walls from too long continued expulsive efforts or from pressure- 
necrosis. Most frequently rupture occurs either from the pres- 
ence of a fibroid which has produced pathological thinning, or 
from efforts at turning made with too great vigor or too long 
after the rupture of the membranes. The prudent obstetrician 
recognizes the fact that in certain conditions of the uterus, when 
the contractions are unusually violent or persistent, the intro- 
duction of the hand and the manipulations necessary to turning 
are fraught with the utmost dangers, and the dangers under such 
circumstances may be much greater even than those of a Ces- 
arean section. 
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LACERATIONS. 


Lacerations of the cervix, vagina and perineum may be con- 
sidered together, and here I think the present generation is guilty 
of sins of commission vastly more than our predecessors were 
guilty of sins of omission.. It is confessedly impossible in all 
eases to prevent these lacerations, but in a large proportion of 
cases, altogether too large a proportion, these lacerations are the 
direct result of the too hasty or injudicious use of the forceps. 
I say this advisedly and as a result of several years of careful 
investigation of hundreds of cases that have come to me for 
treatment for conditions the direct result of these injuries. 

A normal labor may be defined as one that terminates within 
twenty-four hours from its beginning, and without injury to 
mother or child. Of this twenty-four hours all but one or two 
hours will be taken up with the first stage. Much more than this 
time may be consumed in the first stage without harm to either 
mother or child. If the first pains are not too frequent or tvo 
severe, a first stage may, without being pathological, last for 
even two or three days with no effect whatever upon the child, 
and with no ill-effect upon the mother. An ordinary second 
stage, however, will not exceed two or three hours, altho many 
times even a longer second stage, if the pains are not particularly 
frequent or strong, is perfectly normal. 

A normal labor should not be interfered with, and any in- 
terference, manual or instrumental, is fraught with more or less 
danger to mother or child, or both. Our predecessors were too 
timid, and as a result of this timidity, to use no harsher term, 
many lives were sacrificed, great and unnecessary suffering was 
endured, and infinite morbidity ensued. But too many physi- 
cians of the present day have gone to the opposite extreme, so 
that their sins are those of commission. The too early and too 
frequent resort to instrumental delivery is responsible for many 
serious results. A dead baby with a crusht or disfigured head; 
a ruptured cervix, vagina and perineum; a collapst and mori- 
bund mother, with a history of forceps delivery undertaken 12, 
10, or perhaps only 6 hours from the onset of a first labor, is a 
picture which is to be seen too often in the experience of a con- 
sulting surgeon. The scene does not always close with the lethal 
exit of the mother, or even of the child, but there follows a 
tedious convalescence after an immediate operation on the lacer- 
ated perineum, with a later operation for the repair of the torn 
cervix. That is all, provided the patient escape the removal of 
appendages, made necessary by resulting infection. 

It should be impresst most vigorously and pertinaceously 
that labor is a physiological process and that under all ordinary 
circumstances delivery will be naturally and safely accomplisht. 
If a physician has not time to do obstetrical work he may refuse 
engagements or decline the call when it comes, but if he has 
once accepted the case he is bound professionally, morally and 
legally to give to the woman and her unborn child all the time 
that may be necessary for her safe delivery, and no honorable 
and conscientious physician will do otherwise. 


OBSTETRIC FEES TOO SMALL. 


I know that in many parts of the country, indeed in most, 
the fees which physicians receive for obstetric work are ridicu- 
lously inadequate. There is no comparison between these fees 
and the fees received for the ordinary routine work of the pro- 
fession, and yet the lives and well-being of two individuals, and 
the happiness of many others, are at stake in every labor, and 
the responsibility of the physician is correspondingly great. I 
doubt, however, if the ordinary physician in country receives on 
an average $10 per case for his obstetric work, this fee including 
not only his attention during the progress of the case itself, but 
by custom one to three subsequent visits. I know of nothing in 
our profession in which reform ‘is more needed than in this par- 
ticular. An obstetric engagement, carrying with it the respon- 
sibility which it does, should certainly furnish as much compen- 
sation as a mere broken leg. It is true, perhaps, that among the 
poorer classes no larger fee can be paid, but the principle should 
be so far establisht and the fee-bill so changed that, as in other 
surgical work, the fees of the rich should make up for the lack 
among the poor, while for the poorest classes in general clean, 
skilled midwives could advantageously take the place of physi- 
cians for ordinary attendance, the physician being sent for merely 
in cases requiring intervention or the repair of lacerations. 


MISUSE OF INSTRUMENTS. 

Instruments should be used only in the interests of the 
mother or the child, and never simply to save time or suit the 
convenience of the physician. Convulsions, threatening the life 
of the mother, or labor so prolonged as to threaten the integrity 
of the uterus, exhaust the mother or destroy the child, undoubted- 
ly demand instrumental intervention even at the risk of lacera- 


tion of cervix and perineum. These can be repaired, but the life 
of the child or the mother can not be restored. With the soft 
parts dilated or dilatable, but with such a disproportion between 
the passage and the passer as will result merely in a long and 
exhausting, even if not dangerous, second stage, the forceps 
should be used; but the attendant should be fully satisfied that 
the soft parts are in suitable condition, since otherwise even if 
the superficial parts remain intact the underlying fascia may be 
lacerated with resulting loss of support to the pelvic organs. 


But this has not been the teaching, I am afraid, of modern 
obstetricians, at least if the teaching can be determined by the 
practice of those who have been taught. I think it is the ex- 
perience of every man having a large consultation obstetric prac- 
tice, to be called repeatedly to cases by the physician, who ex- 
pects him to at once deliver with forceps, and to find the pa- 
tient in good condition, the membranes unruptured, the cervix 
half or two-thirds dilated, the vagina only partially relaxt, the 
perineum not yet reacht by the descending head and its tissue 
far from ready for delivery; the patient a primipara in whom 
labor had commenced six to twelve hours before. Were convul- 
sions present he would unquestionably apply the forceps and 
deliver with perhaps a saving of the child and rupture of cervix 
and perineum. He knows that the woman will deliver herself, 
if given a reasonable length of time, safely, satisfactorily and 
without intervention; he explains the matter to the attending 
physician and sees the case with him three or four hours later; 
finds labor progressing and again postpones intervention until 
finally the patient delivers herself. The attending physician, if 
wise, has probably been taught his most valuable lesson in ob- 
stetrics: the lesson of judicious waiting. 

Meddlesome midwifery is bad. This is a statement as old 
as intelligent obstetrics, but the misuse of this aphorism has 
done much mischief, since timidity born of ignorance does not 
properly weigh the meaning of the word “meddlesome.” Med- 
dlesome midwifery is not that which intervenes in abnormal or 
pathological conditions, but it is that which interferes officiously 
with normal processes. In conclusion, then, the prevention of 
pelvic diseases during and after labor consists, in a word, in 
cleanliness, patience and intelligent intervention. 


SURGICAL NOTES. 


CANCER AND TUBERCULOSIS. 


Dr. G. W. McCaskey, of Ft. Wayne, Ind., has been studying 
the question: Is it possible for cancer to develop in a patient af- 
fected by consumption? His conclusion is that cancer and tuber- 
culosis are so rarely associated as to indicate a mutual antagon- 
ism. In 281 cancer cases the autopsy revealed only 1% per cent 
of tuberculosis, while in the non-cancerous it was over twenty 
times as great. The antagonism is not “diathetic,” but is prob- 
ably due to the chemical products of the two morbid processes 
being inimical to each other, so that the two diseases are not apt 
to develop sychronously. But there is rather an immediate rela- 
tionship existing between the two conditions, in certain families, 
where the existence of either appears to favor the occurrence 
of the other (probably by lowering the resistance). The two dis- 
eases, however, are not absolutely incompatible. Hither may ex- 
ist in different organs of the same individual, as in the case he 
reports, where the tuberculosis was pulmonary and the cancer 
was not. More rarely they may exist in the same organ and even 
in the same tissue. In the latter case it is probable that the 
primary disease was quiescent when the secondary one developt. 
He makes a suggestion that in view of this probable antagonism 
and the occasional retrocession of cancer after the use of tuber- 
culin, it might seem worth while in properly selected inoperable 
cases of cancer to try the systematic local injection of tuberculin 
into the cancerous tissue. 


PRIMARY SARCOMA OF INTESTINE. 


A case of primary sarcoma of the small intestine is reported 
in Philadelphia Medical Journal May 17, 1902, by Dr. Arthur W. 
Booth, of Elmira, N. Y. It was located four feet from the py- 
lorus. There were adhesions to the omentum and adjacent coils. 
In general outline it was irregularly oval, 18 mm. long and 10 
mm. in diameter. A single portion of intestine could be seen en- 
tering and leaving the mass. Upon removal of the growth with 
its attacht coils, and linear incision thruout its entire length, it 
appeared to be an overgrowth of the mucous and submucous 
coats with some involvement of the muscular layer. The peri- 
toneal covering was intact. The patient died. 
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OBSERVATIONS ON SURGERY OF THE SPLEEN. 


In a recent paper with this title, Dr. L. S. McMurtry, Pro- 
fessor of Gynecology and Abdominal Surgery in the Hospital Col- 
lege of Medicine, Louisville, says that our knowledge of the physi- 
ology and pathology of the spleen is so imperfect that the surgery 
of this organ has not advanced proportionately with that of the 
other organs of the abdominal cavity. In view of this fact, every 
case which may possibly contribute to our knowledge should be 
studied and recorded. He reports a case of large cyst of the 
spleen. The patient was a vigorous woman of 30, well nourisht, 
with a fluctuating abdominal tumor, appearing upon the left side 
of the abdomen, and readily movable from pelvis to diaphragm. 
The diagnosis was ovarian cyst with elongated pedicle, or floating 
cystic kidney. On abdominal section the tumor was found to be 
a cystic spleen. This was removed without difficulty and with- 
out hemorrhage, followed by prompt recovery. A careful micro- 
scopic examination showed the cyst to be simple and sterile. In 
performing splenectomy for cystic tumors of the spleen, he com- 
mends the median incision and enucleation from below. He 
states that cystic degeneration of the spleen is sufficiently com- 
mon to make a class of tumors deserving recognition as a factor 
in the diagnosis of cystic tumors of the abdomen. The results of 
operation in these cases show that the spleen is not essential to 
life and health. 


TREATMENT OF PHLEBITIS. 


During the progress of a phlebitis the part affected should 
be perfectly immobilized, and the immobilization should be con- 
tinued for about ten days after defervescence. Then passive 
motion of the joints of the affected extremity should be practist 
for five days, after which the patient may be permitted to make 
these movements himself and exercise the muscles of the limb. 
Massage should then be applied, consisting exclusively of light 
efflenrage of the foot, leg and outer portion of the thigh. After a 
week of this, the knee (if of the lower extremity) and muscles 
can be massaged very gently, avoiding the.veins, especially in 
the region of the external saphena, hollow of the knee, triangle 
of Scarpa, ete. By the end of the second week, the patient can 
sit up and be raised to his feet. By the twentieth day he cau 
take a few steps, leaning on an attendant rather than on a crutch 
or cane which favors vicious attitudes. The edema that is liable 
to appear will subside spontaneously and does not require com- 
pression. It is better to leave the muscles free. 


CHANGES IN THE SKIN FROM THE FINSEN LIGHT. 


MacLeod has studied the histologic changes produced by 
actinic rays in lupus vulgaris and now gives the details. He 
says in conclusion (Journal of American Medical Association) it 
may be asserted: (1) That the action of the actinic rays from 
an arc lamp on the granuloma of lupus is essentially destruc- 
tive, and that this destructive process is indirectly produced and 
is simply the result of an ordinary inflammatory reaction. (2) 
That the effect of the rays on the surrounding healthy tissue is 
negligible, so that the doubtful tissue in the neighborhood of a 
patch of lupus may be safely exposed to them without subse- 
quent injury and scarring. (8) That the destructive process, if 
the rays are judiciously employed, is not of such an intensity 
as to prevent subsequent repair, and a few days after it has 
reacht its acme a process of construction sets in similar to that 
which takes place in the healing of inflammation. (4) That the 
process of construction is capable of replacing the destroyed 
granuloma with healthy fibrous tissue, forming a pliable scar, 
and the epidermis completely recovers from the edema caused by 
the action of the rays. Hence from the histologic standpoint 
the treatment of lupus and other granulomatous affections of 
the skin by the actinic rays is an ideal one. 


ABANDONMENT OF THE ABDOMINAL BELT AFTER CELIOTOMY. 


This subject was the title of a paper read by Dr. Maurice 
Kahn, of Leadville, Colo., at the Kansas City meeting of the 
Mississippi Valley Medical Society. It is his belief that it will 
be but a short time when the post-operative abdominal belt will 
be obsolete. Attention was called to the direction of the muscu- 
lar fibers, which intersect each other at angles varying from 
about 25 degrees to 90 degrees. By reason of a common nerve 
supply the abdominal muscles act synchronously. The excellent 
cancellated arrangement of the abdominal muscle-fibers make 
the gridiron operation the one of choice, for then the contrac- 
tion of the muscles tends in itself to safeguard against hernia. 
He {believes the “straight-thru” technic to be the most effective 
factor in subverting an ideal result in most cases, not so much 
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because the muscles are cut transversely, but because of inac- 
curate suturing. The application of an abdominal belt, which, 
if tight enough to exert any influence, must relieve the muscles 
of their usual labor, results in the atrophy of non-use, whereas 
it would be desirable to have the hypertrophy of over-use. If it 
were possible to apply a belt internal to the abdominal wall, it 
might perhaps be of service in giving the cut edges an oppor- 
tunity to firmly unite before any strain was imposed upon them. 
Such arguments could not be advanced in favor of the external 
abdominal belt, which does not prevent the exertion of pressure 
on structures internal to itself. It has been his practice for over 
three years, after removing the first dressing (which is applied 
snugly for comfort and removed at the end of a fortnight) to 
allow patients to go without any support. In the discussion, Drs. 
Emil Ries, of Chicago, and Emory Lanphear, of St. Louis, each 
said they have not used an abdominal belt after section for many 
years, as in most cases it is worse than useless. In drainage 
cases and with patients having very heavy abdominal walls, a 
gauze pad and a few strips of surgeon’s plaster may be worn 
for two or three weeks; but no abdominal belt or binder is ne- 
cessary. 


DEATH FROM THE CONNELL SUTURE. 


Numerous surgeons have been interested in the advocacy 
of the thru-and-thru suture for sewing intestines; some have 
even been mislead into its use ‘by the enthusiastic Connell of 
Leadville. At the July, 1902, meeting of the California Academy 
of Medicine, Dr. Dudley Tait, of San Francisco, reports a fatal 
hemorrhage in gastro-enterostomy following the use of the 
Connell suture. If a Murphy button or the Czerny-Lembert 
suture had been employed this fatal termination might have 
been prevented. 


REMOVAL OF THE NORMAL APPENDIX, 


It has been the custom of a number of surgeons of late 
years to remove the vermiform appendix whenever within reach, 
even if apparently normal. In a late article, Dr. Howard Kelly, 
of Johns Hopkins Hospital, Baltimore, opposes this practice, tho 
in many instances the organ has enough pathology to justify: ex- 
tirpation even without any symptoms pointing to appendicular 
disease. In a series of 115 of his cases in which the condition 
of the appendix was noted, it was found adherent to the right 
tube or ovary in 10, involved in adhesions in 37, congested in 3 
and obliterated at the cecal end in 1 case. In 200 abdominal sec- 
tions, Kelly has felt that he ought to remove it 25 times. In 
order to get the views of prominent surgeons he sent the fol- 
lowing questions: When the abdomen is opened for other causes 
and the perfectly normal appendix is easily accessible, is it your 
rule to remove it? When the appendix is slightly adherent “to 
neighboring structures, as peritoneum, ovarian or fibroid tumors, 
do you then remove it? He tabulates the replies of 74 operators, 
giving their names. These show 44 to 26 against the removal 
of the normal appendix, and 60 to 7 in favor of removal on the 
slightest deviation from normal. Fecal concretions in a normal- 
looking appendix is generally regarded as sufficient reason for 
removal. After removal of the right ovary, the stump should 
be covered with peritoneum in order to prevent adhesions to the 
appendix, and the latter, if long and free, should always be re- 
moved. The appendix should be examined whenever the abdo- 
men is opened, provided no additional risk is involved. He con- 
cludes that the risk and the possibility that it may not be a 
functionless organ contra-indicate removal when it is normal. 


DIAGNOSIS OF SURGICAL KIDNEY. 


In a late article on the recognition of surgical diseases of 
the kidney, accompanied by pyuria, Dr. Ramon Guiteras, Pro- 
fessor of Genito-Urinary Surgery in the New York Post-grad- 
uate Medical School, said: Given a case of pyuria, the seat and 
the nature of the lesion should be determined by all the methods 
at our command before an exploratory incision or an operative 
procedure is attempted. These methods include, in addition to 
the general and physical examination: (1) Examination of the 
urine, including cryoscopy and the phloridzin test; (2) cysto- 
scopy; (3) ureteral catheterization; (4) segregation of the urine 
from each kidney by appliances introduced into the bladder and 
not into the ureters; (5) radioscopy. It is possible, by a careful 
study of the pus, blood, casts and particularly by a study of 
the epithelial elements of the urinary sediment, usually to de- 
termine the nature of the lesions and the seat thereof in the 
urinary tract. A renal lesion of suppurative character being 
found, it becomes necessary to locate it in one or the other kid- 
ney, or to determine whether the opposite kidney is present and 
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healthy. This may be done with the aid of cystoscopy, ureteral 
catheterization combined with the phloridzin test and followed 
by the examination of the urines from each kidney, the X-rays 
and in case of doubt, exploratory incision. 


BRUISES AND CONTUSIONS. 
Journal of the American Medical Association says the fol- 
lowing formulae are valuable as local applications in the treat- 
ment of bruises: ; 


M. To be applied freely to the inflamed surfaces; or: 


M. Sig.: Apply carefully on bruised spots around ‘the eye; 


Ext. hamemelidis flu. q.'s. ad. .............- 120. 


M. Sig.: Apply locally on lint. 


TUMOR OF JAW FROM TOOTH BRUSH. 


Occidental Medical Times notes a peculiar case in the prac- 
tice of Dr. Poore, of Sacramento, Calif. It was a tumor of the 
mouth which first made its appearance as a small, hard tumor, 
about the size of a pea, just below the angle of the jaw. Vari- 
ous diagnoses were made, but no one seemed to know what it 
was. It finally grew to about the size of a nutmeg. The patient 
was prevailed upon to submit to an operation, during which a 
bristle from a tooth-brush was found enclosed in a fibrous cap- 
sule, which contained ‘a little pus. The bristle had workt down 
between the gum and the alveolus. 


USELESSNESS OF UNDESCENDED TESTICLE, 


Operators who have found the undescended testicle lodged 
in the inguinal canal, causing trouble, often ask: Is the testicle 
worth saving? Eccles (Philadelphia Medical Journal) points out 
that these organs remain puerile thruout life. When the arrest 
in descent is bilateral, the growth of the entire body is inter- 
fered with. The normal testicle has two functions: (1) The for- 
mation of the male elements of generation; and (2) the elabora- 
tion of an internal secretion. An undescended testicle never 
gains the former function. An undescended testicle which has 
been exposed in an operation for hernia may be brought down 
into the scrotum and sutured, it may be placed within the ab- 
domen and the inguinal canal closed entirely, or it may be re- 
moved. An undescended testicle which has been anchored in the 
scrotum does not grow and does not produce spermatozoa, and 
the organ frequently ascends to a considerable extent after the 
operation. The return of the testicle within the abdomen allows 
a complete closure of the abdominal wall and does not hinder 
any functions which the organ has or may develop. There is a 
want of definite evidence that an abdominal testicle is especially 
liable to become the seat of malignant disease. When both tes- 
ticles have been arrested in their descent, neither should be re- 
moved, for the amount of internal secretion that they together 
may produce may be sufficient to cause a proper development of 
the body in general. 


SPLANCHNOPTOSIS. 


Byron Robinson (abstract Philadelphia Medical Journal) of 
Chicago, reports a dozen years’ investigations in the etiology and 
the medical and surgical treatment of splanchnoptosis. He made 
some 600 personal autopsic abdominal] inspections in addition to 
what he has seen clinically in 15 years of labor as a specialist 
in gynecology and abdominal surgery. He names three stages in 
splanchnoptosis, viz.: (1) relaxt abdominal walls; (2) distalward 
movements of viscera from elongated visceral pedicle—the mesen- 
teries are not made for mechanical support, and hence the vis- 
cera will follow the relaxt abdominal wall; (3) gastro-duodenal 
dilitation from compression by the transverse segment of the 
duodenum of the superior mesentery artery, vein and nerve, 
Robinson says: In splanchnoptosis in general canalization is 
compromised; nerve periphery is traumatized; secretion, respira- 
tion, visceral function, circulation and musclar contraction are 
disordered—all ending in malnutrition and neurosis. The ele- 
ments of the abdominal wall—elastic muscular and connective 
tissue cells—are elongated and separated. His plan of treat- 
ment is: (1) Since the fate of the splanchnoptotic is constipa- 
tion, thoro visceral drainage (i. e., with 8 ounces of hot half- 


normal salt solution every two hours for six times a day) is in- 
dispensible. He adds an alkali tablet to insure daily action of 
the tractus intestinalis. (2) An abdominal supporter, inside of 
which he places a pneumatic air pad which may be distended 
with air to suit the needs and comfort of the patient. (8) The 
union of the two recti musculi abdominales in a single sheath, 
which he has practist since 1895, is to be advised in many cases. 
(4) Gastro-duodenal dilitation of advanced degree he treats by 
gastro-enterostomy, of which his first operation was performed 
in 1894. (5) He reports that the overlaping of the abdominal 
fascio-muscular apparatus like a double-breasted coat and fixing 
them in situ with silver wire sutures is the most successful of 
all operations for splanchnoptosis. Dr. Lucy Waite and he have 
practist this in the Mary Thompson Hospital for almost a year 
with the most gratifying success. 


PAINFUL FEET. 


Schanz (Journal American Medical Association) describes 
the class of patients who complain of pains in the heel, sole, 
joints or toes, even of obstinate corns, but in whom examination 
of the foot reveals nothing abnormal. Such cases are all attrib- 
utable to flatfoot. The instep may appear normal, when in 
reality an unusually high instep has been transformed into a 
very low one and thus be really flatfoot, altho it is still within 
the limits of what is generally regarded as the normal instep. 
There is no typical localization of the pains of flatfoot. He says 
that whenever he meets a well-dresst man who clings to old, 
worn-out shoes as the only ones he can wear with comfort, he 
is seldom wrong in the diagnosis of flatfoot. Treatment should 
be that for flatfoot, and he has found a celluloid rounding sole 
a convenient appliance. It can be molded to the foot when soft 
and the shape changed at will. 


URETER-CATHETERISM; ITS PURPOSE AND PRACTICABILITY. 


At the meeting of the Mississippi Valley Medical Associa- 
tion, at Kansas City, October 15th, 1902, Dr. Bransford Lewis, 
of St. Louis, read+a paper under the above title, and presented 
his perfected model of catheterising cystoscope for male and fe- 
male, which permits of catheterization of both ureters at the 
same sitting because of the new double-barrel arrangement of 
the ureter tubes. After the reading of the paper, a demonstra- 
tion of double ureter-catheterism was made by Dr. Lewis be- 
fore a number of members of the association, the time required 
for getting both catheters into the ureters, after the introduction 
of the cystoscope into the bladder, being three or four seconds 
for each uterer; local (cocaine) anesthesia was used; and very 
little discomfort was complained of by the patient during the 
procedure. The essayist claimed for ureter-catheterism great 
advantages in respect to both diagnosis and treatment, and un- 
der these two divisions presented a schedule of the purpose of 
the procedure. A number of cases were reported, in which the 
clinical aspects of the subject appeared. Case I referred to a 
patient who had been advised to undergo an operation for re- 
moval of three stones that were supposed to be lodged in the 
ureter, the diagnosis being based on an X-ray photograph. Ure- 
ter catheterism showed the ureter to be absolutely void of any 
foreign material and drainage give persistent cystitis and in- 
fection of the urinary tract that was rebellious to various treat- 
ments applied by the reader for several months, and only re- 
sponded satisfactorily after regular periodic irrigations of the 
infected left kidney-pelvis had been carried out. These re- 
moved all foci of infection and restored the tract to health. It 
was mentioned that two other cases of urinary infections with 
prolonged history had behaved similarly and had proved equally 
as amenable to the boric acid irrigations of the kidney-pelvis. 
Cases of unilateral and of bilateral renal tuberculosis, in both 
male and female subjects, were mentioned, the definite diagno- 
sis being made in each case without serious disturbance to the 
patients and without subsequent increase of irritation, etc. On 
the contrary, there was improvement in each case, following the 
washings with antiseptics that were also given. The question 
as to whether the air used for distending the bladder had any 
beneficial effects, had come to the reader’s mind. Several cases 
were mentioned in which there had been so much bleeding from 
the urinary tract that successful cystoscopy or ureter catheter: 
ism with the older (lens) instruments by which the manipulations 
would have to be made thru clear fluid in the bladder, would 
manifestly have been impossible; the fluid would have become 
clouded with blood so quickly that no view of the bladder or of 
the ureter openings could have been obtained. But this did not 
deter the writer from accomplishing both objects, as the blood 
flowed along the walls of the bladder, collecting in small pool 
at the fundus, out of the way of the manipulations, the patient 
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being in elevated pelvic posture on his back. Catheterism of} using the peritoneal cavity as the inlet for large quantities of 


both ureters had been accomplisht in each case of this kind in | saline solution during abdominal 
which it had been undertaken; and a means of appropriate med- 


operations. After partially 
closing the wound he pours into the cavity thru a glass funnel 


ication, without operation, had been supplied, also. The bearing | not less than two quarts of normal saline solution at a tempera- 
of this method on pyonephrosis and perirenal abscess, with re- | ture of 112 F. and quickly ties the few remaining sutures pre- 


spect to both diagnosis and treatment, was shown by illustra- 


viously introduced. Within a few minutes the anesthetizer notes 


tive cases. A description of the instrument and the technic of | a change in the pulse, its rate diminishing, lowering tension and 


its use, was given. General anesthesia has been abandoned, and 


increasing fulness. The color of the face more nearly approaches 


has been satisfactorily replaced by cocaine anesthesia, best se- | the normal and usually the patients have little or no thirst for 
cured by means of the writer’s urethral tablet depositor and co- | the first eighteen hours, have less pain, and require no enemata 


eaine tablets. 


FRACTURES OF THE ASTRAGALUS, 


of any kind, and are thus kept free from the annoyance of too 
much nursing. In vaginal celiotomies where this method can 
not be employed he begins to have the saline administered sub- 


Robson says that fracture of the semilunar cartilages is of cutaneously, the trocar entering at the junction of the anterior 
much more treme occurrence than is generally believed. The | 2Xillary antl ata — on a level — the Rt border of the 
condition usually results as the after-effects of a slip or strain | Tight breast, = A, unged downward, bac — and — 
or some accident when the knee becomes suddenly and violently | 8° that the fluid finds the loose tissue in the axilla and bac “ 

more or less twisted. In certain cases simply bending the knee than breast. In 
may cause the derangement. The usual treatment is the replace- | Position, with a very little massage, three or four quarts can be 


ment by manipulation, rest, and the application of some bandage 


injected with four feet of pressure. In emergency work outside 


ionally this is all that is necessary to effect a cure. In the | °f hospitals with limited assistants and absence of sterile salt 
so vance A po peel however, ae or later a relapse takes solution he has used unsterile salt solution by allowing the sig- 
place. The operation, he advises, for the relief and cure of this | ™oid and colon to be slowly filled with the liquid. This is easily 


condition is exceedingly simple. An oblique incision is made 


beginning at the inner side and lower edge of the patella, down- 


accompisht in the Trendelenburg position and while the peri- 
toneal cavity is still opened, in order to permit of the ready 


idance of the tube above the pelvic brim. Large quantities 
ward and backward, down and thru the synovial membrane so | 8" 
as to open the joint freely. Neither the ligamentum patellae nor | ©@2 be used in this way without hindrance in the field of opera 


the internal lateral ligament is severed by such an incision. 
When the external cartilage is the one involved, the incision is 
made on the external side of the knee. After such an incision 
fs made the knee is flext and the cartilage at once comes into 
view. The loose cartilage is then seized by a pair of forceps 
and snipt off by a pair of scissors. The synovial membrane is 
then separately stitcht by catgut. The capsule and the skin are 
likewise separately sutured. The whole operation must, more 
than almost any other, be carried out under the strictest anti- 
septic precautions. It is not advisable to insert the finger into 
the joint or to wash it out with any solution. The separation 
and removal of the diseased portion of the cartilage has no ill 
effects afterward. Formerly in this operation the cartilage was 
not removed, but replaced as well as possible and secured there 
by means of sutures. Its removal, he thinks, is altogether a 
preferable procedure. The experience in this branch of sur- 
gery leads the author to the belief that in cases of recent injury 
where there is internal derangement it is best to treat the case 
as if it were a fractured bone, by first replacing the injured 
cartilage and then to place the knee in splints until the effusion 
has disappeared, and then keep the knee in plaster-of-Paris for 
a month or six weeks. If after this period the knee is still weak 
further time should not be lost, but an operation performed for 
its relief. 


SYMPATHETECTOMY FOR GLAUCOMA. 


In an article on this subject in Annals of Surgery for Sep- 
tember, Drs. C. W. Cutler and C. L. Gibson make the startling 
assertion that glaucoma needs as prompt diagnosis as appendi- 
citis and strangulated hernia! In the acute forms of glaucoma 
iridectomy must be considered the operation of choice, except 
when there is a tendency to intra-ocular hemorrhage. In the 
chronic form of the disease the improvement to be expected 
from iridectomy is less, as the tension of the eye is less markt; 
yet in simple chronic glaucoma the results of the operation are 
at the most 50 per cent of success, while in the cases on the 
borderline between glaucoma and optic atrophy, iridectomy is of 
80 little value that it has been given up by many ophthalmic sur- 
geons. It is in these cases, in hemorrhagic glaucoma, and with 
patients in whom iridectomy has failed to give relief or has 
done positive injury. in the first eye, that sympathectomy may 
prove to be the more conservative operation, especially as there 
is no evidence to show that the removal of the superior cervical 
ganglion of the sympathetic has resulted in any injury to the 
human eye. In the case reported by the authors (one of chronic 
glaucoma), the eye was much improved by the operation. The 
right side of the larynx, the sternomastoid, the trapezius and 
the right half of the tongue were paralyzed after operation due 
to the traumatism inflicted on the contiguous nerves; but the 
paralyses had practically disappeared at the end of four months, 
and sight was much better. 


NORMAL SALINE SOLUTION IN THE ABDOMEN, 


Dr. W. H. Humiston, of Cleveland, Ohio (Journal of Amer- 
ican Medical Association), gives an account of his method of 


actual observation. 


FAILURE OF X-RAY IN HODGKIN’S DISEASE, 
The brilliant results obtained from use of X-radiance in su- 
perficial cancer are not duplicated in Hodgkin’s disease. 
recent report Dr. Francis H. Williams reports concerning his 
most hopeful case (out of three in which he has used the rays), 
that, altho surprisingly rapid improvement was observed for a 


tion. The rapidity of the absorption can only be appreciated by 
Another use of the saline solution is shown 
in the fact that for a number of years he has not flusht a cavity 
nor used the drain. He has found that the filling of the peri- 
toneal cavity after the tampon has been placed tends toward the 
dissolution of clots and the carrying off of effete material within 
the pelvis thru the capillarity of the tampon. He has never had 
a bad result from this method. There are no certain indications 
for its use, but on the other hand he is certain that many a 
= sepsis, septic nephritis and low cardiac vitality has been 


In a 


time, at the end of six months the glands have enlarged again, 
and the patient’s general condition is no better than it was at 
first, in spite of the fact that the treatment has been continued. 


TUBERCULOSIS OF TESTICLE. 

Dr. Paul Thorndyke, of Boston, read a paper on this subject 
before the late meeting of the American Genito-urinary Sur- 
geons’ Association, based upon 75 cases of the disease collected 
from the wards of the Boston City Hospital. Sixty-seven per 
cent of these cases occurred between the ages of twenty and 
forty years. Sixty per cent involved the left testicle. Eighteen 
per cent involved both testes. Thirty-six per cent involved the 
right testes. Gonnorrhea had preceded the development of the 
disease in thirty per cent of the cases, and trauma in twelve per 
cent. The epididymis alone was involved in forty-two cases. 
The epididymis and testis were involved in thirty-two cases. 
The vas deferens was palpably involved in twelve cases, the 
seminal vesicles in sixteen; the prostate in thirteen cases. His 
paper discusses two points; first, the feasibility of removing the 
epididymis and leaving the testis behind, in proper cases; sec- 
ond, the benefit to the patient of operations in which removal of 
only a part of the disease is practist in cases in which total erad- 
ication of the tuberculous process is impossible. 


' DEFECTIVE UNION IN FRACTURES. 


After reporting eight cases of delayed and nonunion of frac- 
tures, Dr. R. T. Stratton, of Oakland, Calif., concludes (Occiden- 
tal Medical Times): In addition to the generally accepted ideas, 
the following may be formulated: (1) The management of frac- 
tures which are in locations most frequently the site of delayed 
or non-union [namely, the shafts of long bones, and especially 
those of the lower extremities], should receive treatment adap- 
ted to prevent as far as possible failure of prompt union. (2) 
This should be most carefully followed-in individuals of low 
general vitality from any cause, and especially when associated 
with the abuse of alcohol. (3) This preventive treatment is also 
demanded in cases in which the nutritive processes at the site 
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of fracture are deficient by reason of the extreme violence of 
the traumatism, or former bone injury, or existing bone disease, 
with or without loss of bodily tone. (4) In cases of simple frac- 
tures, at least, local and general massage, electrification, stimu- 
lating frictions, out-of-door life, change of climate, and detuiled 
attention to the state of bodily health, should be the means of 
securing a higher degree, not only of general vigor, but also local 
nutrition of the injured limb, which need to be more generally 
considered in relation to the prevention of these complications. 


LIGATION OF BOTH INTERNAL JUGULARS. 


In September number of Annals of Surgery, Dr. J. F. Bald- 
win, of Columbus, reports synchronous ligation of both internal 
jugulars in a female patient of 30 years. In a secondary opera- 
tion for tuberculous glands of the neck, involving both sides, 
the jugulars were so injured as to require ligation. Aside from 
a slight convulsion on the third day, when the gauze packing 
was removed from the depths of the wounds, convalescence was 
uneventful and recovery apparently perfect. The only evidence 
of interference with the circulation has been a slight puffiness 
of the skin. 


COLLES’S FRACTURES. 


Dr. Geo. R. Fowler, of Brooklyn, N. Y., in a late paper on 
this subject, after describing the various injuries generally 
classt under this name, says that the injury really has no class- 
ical type, but varies from a slight separation of a spicula of 
bone to extensive fracture with large displacement or impacted 
fracture. He claims it is not correct to say that there is no 
deformity with impacted fracture; there is a relative downward 
displacement and a more or less pronounced radial flexion (ab- 
duction of the hand or forearm). Pain is often a prominent 
symptom. He thinks that in treatment, if sufficient force can 
be brought to bear to maintain the normal position of the ulnar 
nerve by a sufficiently hard and properly applied pad placed on 
the palmar side of the head of the ulna, and if, in addition, early 
massage and movements of the fingers, both active and passive, 
be employed, the very best results can be obtained in the great 
majority of cases. He uses a tightly rolled portion of an ordi- 
nary muslin roller bandage, about the diameter and length of 
one’s little finger, prevented from slipping by covering with 
pieces of adhesive plaster folded in such a way that before ap- 
plied it presents an adhesive surface to the skin as well as to the 
roll. With most other surgeons, he maintains that an anesthetic 
should always be employed and the normal length of the radius 
restored if possible. The ulna is then forced into place and the 
roll placed on the palmar surface to retain the reduction, and 
held there by several turns of adhesive plaster, the breath of 
which corresponds to the length of the roll. The edges of the 
adhesive plaster are nickt to prevent these from sinking into the 
skin should swelling occur subsequently. The arm is placed in 
a sling with the hand dependent, so as to maintain the latter in 
a position of ulnar abduction. In spite of every effort, however, 
it will be found impossible to effect a complete reduction in cer- 
tain cases, but he believes they are rare. Where the deformity 
resulting from failure to reduce the displaced ulna is of suffi- 
cient importance, either from impairment of function or the 
presence of pain or otherwise, he has practist the removal of 
the head of the ulna thru an incision made along its border. The 
operation is performed superiosteally, the section of bone being 
made by the Gigli wire saw. Where the alignment of the radius 
is but slightly disturbed, the displacement of the lower fragment 
being entirely in the upward direction, and at the expense of its 
eancellous tissue into which the upper fragment is crusht, this 
operation will be found to fulfill all the indications of improve- 
ment of function, relief of pain and correction of deformity. 
Where the impaction is slight and shortening, due to an angular 
deformity or a bowing of the radius, it will not be so useful. 
Here nothing short of refracture with perhaps cuneiform oste- 
otomy will completely serve the purpose. There are two symp- 
toms, however, which excision of the head of the ulna will re- 
lieve: (1) Interference with palmar flexion of the wrist, and 
(2) the presence of pain. 


THE X-RAY IN THE TREATMENT OF MALIGNANT GROWTHS. 


At the meeting of the Mississippi Valley Medical Association, 
Dr. Edwin Walker, of Evansville, Ind., president-elect of the 
society, read a paper on the X-ray in the treatment of malignant 
growths. Upon the whole, he finds the X-ray has given favorable 
results thus far. Its exact status must be determined by further 
clinical observation. He reported a case of alveolar melanotic 


sarcoma of the face, which was removed by operation. The 
growth returned in two weeks and had extended to the neck. A 
secondary operation was performed a month later. There was 
rapid extension from that time, so that within a few days almost 
the entire neck was involved. The wound had not healed. There 
was immediate improvement after the use of the X-ray. The 
wound cicatrized in two weeks and all indurations had disap- 
peared at the end of three months. The patient at this time 
seems entirely cured. He concludes that while the X-ray is of 
undoubted value in malignant growths, it should not be adopted 
to the exclusion of other known methods. Excision should be 
done, if possible, before the X-ray treatment is begun. 


GASTROJEJUNOSTOMY FOR THE RELIEF OF GASTROPTOSIS. 


Dr. H. O. Walker, of Detroit, Mich., at the Mississippi Val- 
ley Medical Association, read a paper on this subject, in which 
he said that little has been done surgically for the relief of this 
condition. He reported three cases operated on successfully. He 
concluded by saying that of all methods that had been suggested 
for the performance of lateral intestinal anastomosis none, to 
his mind, possesses the advantages of the McGraw elastic liga- 
ture: (1) Its simplicity is far greater than any other method 
yet presented; (2) the ease and rapidity with which it can be 
done; (3) less liability to sepsis than by any other method; (4) 
there is no danger of a foreign body; (5) a larger opening can be 
made without liability to cicatricial contraction. 


FRACTURE OF CARTILAGES OF THE KNEE. 


New York Medical Journal quotes Ombredanne as saying 
that fractures of the astragalus arise in two ways: by tearing 
and by crushing. The latter cause is rare and is due to direct 
injury. In the former variety, the neck and the body may be 
injured, the body alone, or the posterior tubercles. The symp- 
toms are characteristic:—The foot is thrown inward with or 
without a throwing of the sole inward. This deformity is char- 
acteristic if the malleoli are intact. Fracture of the posterior 
tubercles is markt by persistent uselessness of the foot, with 
pternalgia or Achillo-dynia. Fractures of the neck and body 
are best treated by total astragalectomy. If the tubercles are 
fractured and pain is continuous, the foot should be submitted 
to a skiagraphic observation; if the diagnosis is confirmed, re- 
moval of the fractured pieces is to be advised. 


SUCCESSFUL OPERATION OF CECUM. 

A successful removal of the entire cecum for adenocarcinoma 
is recorded in New York Medical Journal of August 2 by Dr. J. B. 
Boucher, Surgeon to St. Francis Hospital, Hartford, Conn. The 
patient was an Armenian, aged fifty-six years, family history nega- 
tive, laborer by occupation; he had complained of vague abdominal 
pains and more or less severe colic at times for the past six years. 
About three months before operation he was taken with a severe 
attack of pain in the right inguinal region, with vomiting and all 
the symptoms of acute appendicitis. After he had been ill about 
a week Dr. Boucher was called to see him and found a large tu- 
mor in the right inguinal region and made the diagnosis of ap- 
pendicitis with an abscess. As his home surroundings were very 
unfavorable he advised him to enter the hospital for an opera- 
tion. He did so, but only remained a few hours, when he returned 
to his home. After about four weeks (the patient in the mean- 
time having consulted several other physicians) he returned to 
Dr. Boucher who found his condition about the same as at the 
first examination. As he could not be induced to return to the hos- 
pital, the doctor finally consented to operate on him at his own 
home and accordingly did so on March 14. Having made the 
usual incision for appendicitis, he found a cancer involving the 
lower end of the ileum, cecum, vermiform appendix, and the lower 
end of the ascending colon, the mass filling the right inguinal re- 
gion and bound down into the pelvis. As the ileo-cecal opening 
was nearly occluded he decided to remove the entire mass. He 
therefore severed the small intestine at a healthy portion and also 
the upper portion of the ascending colon, and. then Wissected out 
the lower end of the colon, the entire cecum and appendix and a 
portion of the small intestine, together with the cancerous mass, 
enlarged glands, and adhesions. The colon being dilated and the 
small intestine shrunken, he could not make a suitable end to end 
anastomosis, closed the ascending colon, turning in the end with 
a Lembert suture; then carried the remaining end of the small in- 
testine up and anastomosed it into the transverse colon, using 4 
Murphy button and also the Lembert suture. The abdomen was 
closed without drainage. There was a slight fever for two days, 
after which the pulse and temperature remained normal thru- 
out the course of his convalescence. The bowels were moved 02 
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the third day and daily thereafter. On the morning of the thir- 
teenth day the Murphy button came away, after which he was 
given solid food, including meat. Primary union was obtained 
with the exception of a superficial stitch abscess. He is now tak- 
ing large quantities of nourishment, has increast in weight and 
strength, and has been about the house since the third week; and 
at the end of the fifth week, is able to be out of doors and take: 
daily walks. 


TREATMENT OF TUBERCULOUS CERVICAL ADENITIS. 


Dr. J. F. Mitchell, in a recent number of Bulletin Johns 
Hopkins Hospital, says: (1) Tuberculous cervical adenitis is 
primarily a local disease of very frequent occurence, more often 
in young persons; in itself not extremely serious, and rarely, if 
ever, proving fatal. (2) It bears, however, a certain definite 
relation to tuberculosis of the lungs, and serves as the starting- 
point from which tuberculosis may spread. (3) Tho recovery 
may often take place under good hygienic conditions, surgical 
interference is clearly demanded in most cases. (5) When sur- 
gical treatment is resorted to, the operation should be radical in 
all cases. (6) Recovery may be predicted in 70 or 80 per cent 
of cases so treated. Tuberculosis of the lungs, after complete 
removal of the glands, is comparatively rare. (7) Tuberculosis 
of the lungs, unless far advanced, is not a contraindication to 
operation, the removal of the glands apparently exerting a bene- 
ficial influence on the condition of the lungs. 


PULMONARY CONSUMPTION USUALLY INOPERABLE. 


Commenting upon an investigation by Whitacre, of Cincin- 
nati, Philadelphia Medical Journal editorially says: The success 
with which simple abscess of the lung and abscess following 
acute gangrene have been treated has perhaps aroused the inter- 
est manifested in recent years in the treatment of tuberculous 
areas, drainage of tuberculous abscesses, resection of ribs over 
a considerable area to allow collapse of the chest-wall to aid in 
closing large cavities left by tuberculous disease, and the in- 
jection of nitrogen gas. Probably surgeons have been encouraged 
by these favorable reports to perform many operations whieh 
have not resulted so brilliantly as in those cases which have 
come into more general notice, for successes are always sooner 
reported than failures. To determine the possibility of operative 
intervention in pulmonary tuberculosis, Whitacre studied care- 
fully the autopsy material in 978 cases of pulmonary tubercu- 
losis treated in the Cincinnati Hospital during five years. He 
finds that excision of tuberculous areas is excluded from consid- 
eration because of involvement of at least four lobes in nearly 
75 per cent of the cases which he examined, and that in 80 per 
cent of the cases operation would be inadvisable because of ex- 
tensive involvement. Even in the remaining 20 per cent of cases 
in which excision might be performed, it is questionable whether 
that more patients would not be cured by climatic, dietetic and 
general hygienic measures. As to the drainage of tuberculous 
abscesses, Whitacre finds that the vast majority are located in 
the apex or upper lobes of the lungs, sites most favorable for 
drainage thru the bronchus, and in 978 cases he did not find a 
single cavity in which operation would have promist sufficient 
relief to make operation justifiable. Excision of a number of 
tibs is attended with a good deal of shock, and when such an 
operation would prove helpful the patients are usually too weak 
to withstand a procedure involving such risk. The value of these 
studies will be apparent to any one sufficiently interested to 
read Whitacre’s article. As a rule surgeons are not inclined to 
undertake tedious investigations which discourage operative in- 
tervention and hence tend to deprive them of the means of live- 
lihood. Such honest work is greatly needed, however, for it is 
certainly as important that the operating surgeon should know 
in what cases it is advisable to withhold the knife as to know 
when operation is indicated. The method of compression by ni- 
trogen gas Whitacre considers the only procedure which is safe 
and has been followed by favorable results, but we doubt if this 
gives a larger percentage of cures than climatic and hygienic 
treatment. From Whitacre’s studies (which will probably be 
confirmed if others will take pains to examine the lungs in cases 
of pulmonary tuberculosis, postmortem) operations seems defin- 
itely contraindicated in most cases, and the favorable results 
which have been reported must be considered more as fortunate 
accidents than the result of good surgical judgment. 


BOTTINI’S OPERATION FOR ENLARGED PROSTATE. 
Dr. Ramon Guiteras, Professor of Genito-urinary Surgery in 
the New York Post-graduate Medical School, has recently made 
Teport on twelve additional cases of enlarged prostate operated 


on by the Bottini method. Five of the patients had nephritis, 
and in these invariably the reactionary symptoms were more 
severe. All the men operated upon were benefited excepting one, 
and in this case the amount of residual urine was diminisht very 
decidedly, but the patient suffered from incontinence due, the 
subject himself thinks, to operation. A reduction of the amount 
of residual urine, while a great improvement (from the surgeon’s 
standpoint), does not always relieve the frequent urination and 
burning sensation due to cystitis. The obstruction being re- 
moved, the average practitioner is apt to think complete restor- 
ation should follow, but this is often not realized, because a per- 
sistent former chronic cystitis has caused interstitial changes in 
the bladder-wall, which often prevents a complete return to the 
normal. On the whole, however, the author strongly favors the 
operation in suitable cases. 


GYNECOLOGICAL NOTES, 


EARLY LEUCORRHEA. 

Dr. W. Gill Wylie, Professor of Gynecology in the New 
York Polyclinic, says that this trouble may begin very early in 
life. As a delicate child grows older, the generative organs fail 
to develop, especially if she is pusht at school, or lives amid 
unhygienic surroundings. Such a child will have leucorrhea 
about the time of menstruation, which may be troublesome, and 
a severer form of the affection may appear after menstruation. 


VAGINAL SECTION FOR PUS. 

It is a relief to find any student of Dr. Joseph Price break- 
ing away from the dictum that all pus-accumulations in the 
pelvis must be attackt from above. At the Mississippi Valley 
Medical Association, Dr. John Young Brown, of St. Louis, read 
a paper advocating vaginal section in selected cases of pus in 
the pelvis. He spoke in favor of vaginal section in contradistinc- 
tion to so-called vaginal puncture. In concluding he alluded to 
the postoperative complications following vaginal section, as 
shown by a series of cases in which abdominal section was sub- 
sequently done. 


ENEMA AFTER ABDOMINAL SECTION. 

After abdominal section cathartics cannot be given by the 
mouth on account of nausea. In such cases when it is desirable 
to secure bowel-movement the following enema, high into the 
rectum, may be given: 

Epsom salts ......... ......... 50 per cent sol. 
Turpentine and glycerine ...... of each, 2 ounces. 

The injection is to be held in the bowel as long as possible 
by the patient. It is well to anoint the inner thighs and buttocks 
in order to prevent irritation of the parts should they come in 
contact with the turpentine by mischance. 


MEDICAL GYNECOLOGY. 

Dr. Mary Day, of Kingston-on-Hudson, read a papaer on this 
subject at the recent meeting of the New York State Medical 
Association. She claimed that while it is true that as our 
knowledge of the pathology of the pelvic organs increases gyn- 
ecology becomes more and more surgical in its character, there 
is still much which can be done from a medical standpoint, es- 
pecially in a prophylactic and educational way. She declares it 
is astonishing how ignorant women (who are well educated oth- 
erwise) remain on the subject of personal hygiene. Physicians 
should be teachers as well as practitioners. She has found iodine 
and icthyol of considerable service in cases of obscure disease 
of the pelvic organs. Two cases were referred to in which there 
was a continued flow of blood, which she ultimately stopt by 
the administration of adrenalin chloride administered as an inter- 
nal styptic. In serious cases her own preference is for curetage 
or operation. It has been her experience that women past the 
menopause do not tolerate iodine as well as those before. 


FOR LEUCORRHEA. 
Shoemaker, of Philadelphia, says Medical Summary, uses 
a suppository which contains five grains of aristol and three 
— each of camphor and lupulin in the treatment of leucor- 
rhea. 


REMOTE EFFECTS OF CERVICAL LACERATION. 
One who holds strongly to the opinions of Emmet is Dr. 
BE. L. Lewis, of New Orleans. In a recent contribution he says 
that lacerations of the cervix are productive of more functional 


and organic disturbances than have heretofore been supposed. 
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Emmet was the first to draw attention to the more frequent oc- 
currence of cancer upon a lacerated than upon a nulliparous 
cervix. The fascination of abdominal surgery and brilliant re- 
sults achieved and the increasing scope of this work have, in a 
measure, diverted attention from these minor injuries, which, 
when neglected, prove most serious, and have an important 
bearing upon the health, happiness and life of women. Lacera- 
tions of the cervix are of frequent occurrence. There is no 
question as to the course to be pursued by the accoucheur in 
lacerations of the perineum, altho they are of less significance 
than tears of the cervix as to final results. In moderately re- 
cent cases the classical Emmet operation can not be improved 
upon; yet in certain long-standing cases, where the cervix has 
become thickened enormously from hyperplasia, the Emmet op- 
eration fails to afford relief. In such cases he uses the Schroeder 
operation or a modification of it with gratifying results. 


POZZI ON CANCER OF THE UTERUS. 

In connection with the article on cancer of the uterus else- 
where in this number of the journal, an article by Pozzi is of 
interest, tho he does not agree with the author that cancer of 
the uterus is often curable. Pozzi concludes from an exhaustive 
study that surgical treatment of uterine cancer does not often 
bring about a definite cure; it quite frequently offers a cure 
beyond two years, and, exceptionally, the cure lasts from four 
to six years. In common with most other operators of experi- 
ence he believes hysterectomy is not justifiable after the disease 
has passt the limits of the uterus and has invaded the circumu- 
terine tissues rendering the organ immovable. Palliative treat- 
ment by means of curetting and the acual cautery, sufficient to 
destroy the fungosities, prolongs life and is harmless. The 
compression of ureters by means of glands is a rare accident 
and the role of glands in terminal and postoperative recurrences 
has been exaggerated. He claims that abdominal hysterectomy 
increases the chances of infection more than the vaginal oper- 
ation, and should be reserved for special cases only, as those 
in which the uterus is immovable and in which there is an in- 
duration of circumuterine tissues. Pozzi does not favor the 
extirpation of the pelvic cellular tissue and the following up 
of infected glands, as he believes the results are more grave 
than the benefits entailed would warrant. In early cancer, sim- 
ple ablation of the uterus may be beneficial, and when the dis- 
ease is advanced and death is a certain sequel, benign palliative 
treatment is preferable to dangerous pseudocurative measures. 
Vaginal hysterectomy, since it offers least chance of infection, 
remains the operation of choice in those cases, unfortunately 
rare, in which the uterus is movable and there is no infiltration 
in the neighboring tissues. The operation may be done from 
above, however, when the size of the uterus would otherwise 
demand a morcellement if removed by the vaginal route. 


FOR HOT FLASHES, 

Medical Summary quotes Dr. A. H. Niemiller, of Brows, Ill, 
as saying that the best treatment of hot flashes in women after 
the menopause has been fluid extract of eucalyptus globulus, 
continued for some time. 


TWISTED PEDICLE OF OVARIAN CYST. 

Five cases of this character are reported by Dr. C. W. Ovi- 
att, of Oshkosh, Wis., in Milwaukee Medical Journal. He quotes 
Howard Kelly as believing that the most common cause is an 
asymmetrical development of the tumor, especially when a large 
eyst cavity develops on one side. The symptoms arising from 
this condition vary according to the degree of disturbance of 
the blood supply of the cyst. If the rotation has been sufficient 
to cut off the circulation completely, necrosis must at once occur 
and the symptoms will be sudden and severe. If the rotation 
only partially obstructs the blood supply, the cyst will become 
congested and adhesions occur to all the structures with which 
it comes in contact. Thus a collateral ‘circulation is establisht 
so that the tumor may continue to grow. In the cases where 
the cutting off of the circulation is complete, prompt operative 
measures can alone save life. Partial constriction is fortunately, 
however, the more common. When the presence of the tumor 
is known to exist, the condition may be sufficiently easy to rec- 
ognize; but with small tumors which have remained unnoticed 
by the patient or her physician, the symptoms may be so ill- 
defined and simulate other forms of pelvic or abdominal inflam- 
mations closely as to make a positive diagnosis almost, if not 
‘quite, impossible. If the tumor is small, with a long pedicle, 
and be located in the right side, it may simulate very closely 
cholecystitis or movable kidney with twisted or obstructed ureter, 


Again (as in two cases reported by Dr. Oviatt), it may simulate 
very closely or be associated with an inflammation of the ap- 
pendix veriformis. Elevation of temperature and pulse rate 
with abdominal pain and tenderness are always present, the 
acuteness and severity depending upon the degree of disturbance 
to the circulation of the cyst. In the slowly developing cases, 
malignant disease may be simulated. In the cases where the 
venous return is suddenly impeded more or less hemorrhage oc- 
curs in the tumor which may be sufficient to produce collapse 
and may even prove immediately fatal. These cases may simu- 
late very closely cases of ruptured tubal pregnancy. 


DR. BALDWIN’S SEVENTH CESARIAN SECTION. 

Since the preparation of Dr. J. F. Baldwin’s report of six 
successful Cesarian sections, which appeared in the November 
issue of this journal, he has had another: Mrs, A. S., Columbus, 
Ohio, patient of Dr. E. W. Schueller; aged 25 years; married 16 
months; operation performed Oct. 25, 1902, at 9 p. m. Pafient 
had been seen in consultation with her physician two hours be- 
fore; had then been in labor forty-eight hours: os was 
fully dilated, but head not engaged; waters had broken 
eight hours before. Her physician had used forceps twice, 
but had been unable to secure engagement. The child 
was of good size, was presenting R. O. A., and was still 
in good condition. The mother was beginning to show the ef- 
fect of the hard and ineffectual labor; the vagina was hot, dry 
and swollen; pulse 120, temperature 100%. The  pelvimeter 
showed an internal conjugate one inch below the normal. It 
being evident that the patient could not be delivered without 
craniotomy, Cesarian section was advised and promptly assented 
to, and patient was immediately removed to Grant Hospital and 
prepared for operation. Besides the family physician, Drs. J. M. 
and J. D. Dunham and Cox were present. The anesthetic used 
was ether. The usual longitudinal incision was made thru the 
uterus; the placenta was entirely out of the way, and the child 
quickly delivered; it was a female; was somewhat asphyxiated, 
but was soon revived. Incisions in the uterus and abdomen were 
closed in the usual way. The patient and her babe are still at 
the hospital at the time of this report, but she is thoroly con- 
valescent and will be able to return home in a few days. The 
baby weighed 7 pounds. 


OPERATIONS FOR CANCER OF THE UTERUS. 


After a careful review of this subject, Dr. W. L. Burrage, 
Professor of Gynecology in the Boston Polyclinic, reaches these 
conclusions: (1) Absolute cure of cancer of the uterus by opera- 
tion is rare. By the best methods of operation thus far pro- 
duced a small proportion, 5 per cent to 10 per cent, of cases are 
well five years after operation, and a smaller proportion 10 years 
after. (2) The results of operations for cancer of the body are 
much more favorable than those for cancer of the cervix. (38) 
All cases of uterine cancer, except those advanced cases which 
have developt vesicovaginal or rectovaginal fistula, should be 
operated on, if not with the prospect of effecting absolute cure, 
to prolong life and relieve suffering. (4) In early cases of cancer 
when the disease, as far as can be determined, has not gone out- 
side of the uterus and the patient is in good condition, the best 
operation is the abdominal operation of Werder, because oper- 
ating in this way the operator is able to form a judgment as to 
the condition of the broad ligaments, ovaries and tubes and pelvic 
lymph glands by sight and touch, and the danger of implanting 
carcinomatous tissue is reduced to a minimum. (5) In the ad- 
vanced cases in which the disease has gone outside the uterus, 
in those patients who are in too poor condition to withstand an 
operation, and in very stout patients, vaginal hysterectomy or 
curetting and cautery are to be chosen. 


GYNECOLOGY AND THE COUNTRY DOCTOR. 


Dr. James Henry Burtenshaw, of New York, in an article 
in New York Medical Journal, Aug. 30, 1902, urges a more thoro 
knowledge of the subject of gynecology on the part of the coun- 
try doctor, who. too frequently is content to treat symptoms and 
fails to recognize the true condition and to institute a proper 
course of treatment. He discusses methods, of teaching this sub- 
f ject and states the student should have systematic drilling in 
diagnosis; a thoro course in microscopic work, in which normal 
as well as pathologic sections are made the subjects of study; 
oral examinations or quizzes at frequent intervals; and the study 
of wet specimens, both normal and pathologic. Methods of 


treatment should figure largely in clinical work, and advanced 
students should be permitted to assist in operations. 
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